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Health Visiting—Spearhead of the Social Services 


We publish below an abstract of the presidential address by Miss Florence N. Udell, 
O.B.E., S.R.N., S.C.M., F.R.San.I., Chief Nursing Officer, Colonial Office, given 
at the Health Visitors Conference of the Royal Sanitary Institute, held at Scarborough. 


N his IJndusirial and General Administration the 
Jom French engineer, Henry Fayol, describes the 

six main functions with which administration is con- 

cerned as being forecasting, planning, organizing, 
commanding, co-ordinating and controlling. It would 
seem appropriate to look for a few moments at these 
functions and see if they apply to the work of the health 
visitor—more particularly to the work of the administrator 
in public health nursing. 

There is now a special course of training in public 
health nursing administration* which suitable health 
visitors with five years’ experience can attend to prepare 
themselves for senior appointments. So far as I am aware, 
no similar training in administration is available to or 
taken by other professional branches of the public health 
service. 

A well-planned, -properly organized health visiting 
service must take into account local needs and conditions, 
so that the successful health visitor administrator must 
be adaptable. The Report of the Working Conference 
on Nursing Education of the World Health Organization 
gives a description of the kind of nurse who is needed in 
all parts of the world. Some of the points included in 
this description ‘apply particularly well to the health 
visitor, and are especially important as qualities necessary 
for the administrator. 

The Working Conference considers that such a person 
will be one who Pre 

“ (1) possesses the personality, the education (both 

general and professional), the degree of maturity, and 
the possibility of development which will enable her 
to work effectively within the social structure of the 
community in which she lives; : 

(2) is prepared to recognize and to adjust to 
changing social, economic, medical, nursing and health 
conditions; 

(3) is well adjusted in her own living, in her work, 
and in her relationships with others; utilizes her 
education to help find security and satisfaction in her 
living and her work and to help make the necessary 
changes for improvement in her situation; and has 


* Nursing Administration Course (public health)- held at the 
Royal College of Nursing (one academic year). 


developed a sense of personal and professional 
responsibility ; 

(4) has the capacity for, and the will to seek, 
continued growth and educational development.” 

However good the planning and organizing of a policy 
or piece of work may be, the implementation of that 
policy, the carrying out of that piece of work depends, 
not so much upon the leader or the supervisor, but upon 
the whole team of workers involved in it. Perhaps the 
most important of all the functions of an administrator, 
therefore, is that of co-ordinating, of bringing together 
all the parts of the whole in such a way that the whole 
functions most effectively and easily. 

The medical officer of health and his medical colleagues 
in the public health team should have confidence in the 
health visitor administrator and should be able to rely 
on her to co-ordinate the work of her team. Her role is, 
or should be, clearly defined and properly understood 
by them and her, and she should be enabled to carry out 
her duties adequately. If, then, that confidence and 
reliance are not possible, the solution does not lie in 
usurping her function, but in a re-examination of the 
whole’ position, and if necessary, in finding a better 
administrator. 

If the administrator must herself possess those 
personal qualities which I have enumerated, she must 
also possess one other—the ability to recognize these 
qualities in others, and to give to others the opportunities 
to demonstrate their potentialities as leaders. Too often 
an administrator, able in all other respects, will mar her 


own administration by insisting that everything must be- 


kept in her own hands. The adaptability of an adminis- 
tration is dependent to a large extent upon the elasticity 
of mind of its administrators, and this attribute is perhaps 
most clearly shown in a willingness to acknowledge that 
others can perform certain tasks as well as, or even better 
than, oneself. 

Given all this, the perfect administrator emerges; 
warm in her sympathy and understanding, able to plan 
with foresight, and to command and control through 
leadership. It is to such women that we owe the fact 
that health visiting is the spearhead of the social services. 

[A report of this conference appears on page 533]. 
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Siamese Twins Operation Film 


HUNDREDS OF NURSES flocked to Hammersmith Hospital 
on May 7 for the open meeting arranged by the North 


Western Metropolitan Branch of the Royal College of 


Nursing, held there by courtesy of Miss G. M. Godden, O.B.E., 
matron, and the hospital authorities. Professor Ian Aird, 
F.R.C.S. had consented to introduce the film taken during 
the recent operation he had performed at the hospital on 
the conjoined twins from Nigeria. Professor Aird outlined 
_ the historical background relating to conjoined twins (with 
the aid of slides) and referred to some of the problems of 
the operation, including the details of checking theatre 
swabs when one operation became two, as a second surgical 
team had to assist once the infants were separated. The 
film itself, with the excellent commentary, was impressive 
for its photographs of this hazardous operation, as well 
as for the infinite care, forethought and skill shown in the 
preliminary investigations (which included radioactive study 
of the circulation) and in the actual operation, which required 
division of a common liver. In spite of the numbers 
attending, generous hospitality was given and refreshments 
enjoyed in the great sitting-room. Miss M. B. Powell, 
matron of St. George’s Hospital, reminded the many nurses 
present of the thrill as well as the duty of being members 
of a great professional organization. 


Kathleen Ferrier Memorial 


WHILE ALL MUSIC LOVERS will welcome the musical 
scholarship fund memorial to Kathleen Ferrier, nurses will 
have particular interest in the second memorial which is to be 
associated with University College Hospital, where for over 
two years Miss Ferrier received treatment by surgery and 
radiotherapy. The proposal is for a fellowship for cancer 
research at the hospital and the establishment of a fund for 
experimental work. The first London event in aid of this 
fund was the concert given by the Hallé orchestra at the 
Festival Hall on May 7, conducted by Dr. Bruno Walter 
and Sir John Barbirolli; the programme was itself.a tribute 
to Miss Ferrier and recalled many memorable occasions; 
it included Wagner’s Prelude to ‘ Parsifal’ and Schubert’s 
Unfinished Symphony. Both conductors, with the Hallé 
orchestra, succeeded in creating a sense of glorious homage 
to one who was more than a’great singer. As a final tribute, 
when the last notes of Elgar’s Prelude to the Dream of 
Gerontius melted into stillness, the vast audience rose in 
silence to remember a gallant spirit as well as a greaf artist. 


Discussing the concert planned at the Royal Festival Hall on May 7, 
in aid of the Kathleen Ferrier Cancer Research Fund. Left to 
right: Mr. Hamish Hamilton, Miss Winifred Ferrier, Miss Rhona 
Philips, wavd sister, and Miss E. Coates, sister in charge, vadio- 
therapy department, University College Hospital. 
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Florence 
Nightingale’s 
Birthday 
May 12 


Miss L. J. Ottley and 
Mrs. A. A. Wood- 
man, M.B.E., add @& 
the tribute from the 
Royal College of @ 
Nursing. Also shown 
are tributes from the & 
National Council of § 
Nurses, the Nightin- @ 
gale Training School 
(above), The Florence § 
Nightingale Hospital, 
flowers from Austria, 
and, right, a wreath 
from ‘the Danish 
Council of Nurses. 
This anniversary, 
700 years after Miss 
Nightingale’s great 
work in the Crimean 
war, ts being celebrated 
by services throughout 
the country. 


Sir John Barbirolli, Mr. Hamish Hamilton, Dame Myra 
Hess, Sir Laurence Olivier, Sir Benjamin Ormerod and 
Dr. Bruno Walter are signatories to the Appeal which is 
under the trusteeship of the Board of Governors, University 
College Hospital. Donations should be made payable to 
the ‘Kathleen Ferrier Cancer Research Fund, and sent to 
National Provincial Bank Ltd., 97, Tottenham Court Road, 
London, W.1. We hope to publish a further comment 


next week. 
The Needs of the Family— 


THE NATIONAL SOCIETY OF CHILDREN’S NURSERIES held 
a well-attended one-day conference at County Hall, by 
kind permission of the London County Council, on May 7. 
Major Cyril Nathan, F.C.A., chairman of the Society, opened 
the conference which was presided over by Mr. Edwin 
Ainscow, M.A., Children’s Officer for the L.C.C., who 
apologised for the unavoidable absence in Geneva of Professor 
Fraser Brockington, and asked Dr. J. L. Burn, medical 
officer of health for Salford, to read Professor Brockington’s 
paper. This was wide in scope and it was as pleasant to 
hear its accomplished literary phrasing as the thoughtful 
and stimulating ideas it.contained. Comparing conditions 
of public health 100 years ago and today, Professor Brocking- 
ton pointed out that with many problems largely solved, 
other and different problems arose to confront us. But 
today, more than ever before, it was within our power 
to create the right medium in which the minds and bodies 
of our children could grow and develop; the family was the 
biological unit of health, and through it lay the way ahead. 
There was a change in the habit of illness, but he doubted 
if the total volume of ill health was less, and it was illness 
in the home that produced a severe strain on the mother. 


—in a Changing Society 

PROFESSOR BROCKINGTON in his paper also made a plea 

for a greater development of domiciliary services: ‘‘ Home 
nursing and home help may be only in their infancy— 
why should not home care be as efficiently organized as 
hospital care?” The fact that economics forced many 
young mothers to go out to work was a fact that should ise 


‘heavy on the national conscience, but in the situation as it 
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was, the day nursery could play an important part in lifting 
the strain from the mother. He called for a wider training 
for the health visitor and thought the time was ripe for 
extended developments in this side of the health service 
rather than in the hospitals. The 1951 census had shown 
widespread overcrowding which was a slur upon the country. 
But in schemes for slum clearance, we should remember 
that even the slum had a rich life of its own for which the 
artificial life of the ‘ new town’ was no substitute. Of the 
social services in general, Professor Brockington had written: 
“We in this country are in pursuit of an idea, and the 

ter the difficulties, the greater should be the stimulus. 
But the family will be our great support in our search for a 
solution, and it behoves us to care for it.’’ Dr. Alice Stewart, 
deputy medical officer of health, L.C.C., led the discussion; 
Dr. D. W. Winnicott, F.R.C.P., physician, Paddington Green 
Children’s Hospital, also spoke, and Dr. Burn asked for a 
wider use of day nurseries for short spells—as, for instance, 
in some temporary family emergency. He also referred to 
the excellent work being done at Brentwood recuperative 
centre, where mothers suffering from undue strain could 
have a break, could be taught home management and be given 
advice and encouragement. 


For Giving Blood 


A CEREMONY took place at the Ministry of Health 
on May 10 when the Minister of Health, Mr. Iain Macleod, 
received representative groups from each of the National 
Blood Transfusion Service Regions, and presented badges 
to those blood donors who had given,50 or more donations. 
Each group consisted of the regional transfusion director, 
the regional donor organizer, and the representative blood 
donor, and they were individually introduced to the Minister 
by Dr. W. d’A. Maycock, M.B.E., adviser to the Minister 
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on blood transfusion, who also briefly explained the nation- 
wide organization of this essential service. In a short 
address of welcome and congratulation, Mr. Macleod made 
an appeal for 100,000 more blood donors to come forward, 
in addition to the present half million donors and mentioned 
that he was repeating this appeal and giving a broadcast 
talk on the blood transfusion service later in the evening. 
The Minister reminded his audience that one blood donation 
is needed every minute throughout the 24 hours in order 
to keep up the essential supply, and he thought that the 


demand would increase as new medical and scientific 


developments became perfected. “The giving of blood 
takes only a few minutes,” he concluded, “‘ but those few 


minutes can mean the saving of a life.” 


Hospital Planning Today 


health centres and nurses’ homes were described and 
illustrated in a lecture given on April 9 to an audience 

of ward sisters at the Royal College of Nursing, by Mr. D. A. 
Goldfinch, E.R.D., F.R.I.B.A., F.R.San.I., Dip. T.P. (Leeds), 
architect to the Birmingham Regional Hospital Board. This 
lecture—the last in a week’s special course for ward sisters— 
was introduced by Miss M. Smyth, matron of St. Thomas’ 
Hospital, who remarked that when a hospital was being 
replanned, a ward sister could be of great assistance in the 
design of the ward. 

Mr. Goldfinch said that three main factors influence 
hospitals today: the continual advance of medical science 
with its increasing number of specialities; the constantly 
growing need of care for the sick, with wider fields of illness 
to be treated; and the general social evolution of our day, 
which had made access to a hospital much easier. The 
question of cost should only act as a spur towards greater 
efficiency of hospital design. There had been a great increase 
in the cost ‘ per bed ’ in nurses’ homes and hospitals, but this 
was only in keeping with the generally increasing housing 
costs. 

_ Hospital architecture was a speciality of the very 
highest order. It was necessary to view the need of the whole 
hospital as opposed to separate departments. 

Mr. Goldfinch then showed slides of architectural 
drawings and photographs of modern plans including the type 
of health centre accommodation envisaged by the National 
Health Act for every 15,000 of the population; -hostels and 
homes for the handicapped; a home for the aged in Sweden, 
and the similar one at present in use at Poplar, with com- 
munal dining-room, two sitting-rooms and a series of bed- 
sitting-rooms. 

__ A recent Swedish tendency in the care of the chronic 
sick, said Mr. Goldfinch, had been to have nothing larger than 
four-bedded wards, but he considered these too small. He 
showed photographs of a new orthopaedic ward opened 


M reat trends in the architectural design of hospitals, 


recently at Stafford where a number of difficulties had been 
solved by careful planning. Other slides showed a remodelled 
‘workhouse’ in Ireland; a premature baby unit at West 
Bromwich, where problems of heat and humidity control in 
the cubicles had been successfully dealt with; and the re- 
modelled physiotherapy department of Selly Oak Hospital, 
featuring a collective sunlight treatment room. 

Remarking that the modern trend in the design of nurses’ 
homes was to take the bed-sitting room atmosphere away 


from the nurses’ accommodation, Mr. Goldfinch showed 


photographs of a new nurses’ home at Hereford, where each 
room (with the usual amount of floor space) had been made 
into two sections, with a basin and built-in wardrobe in the 
outer room, leaving the inner room more like a real sitting- 
room, attractively furnished, with writing desk and fitted 
bookcase. The outer room, it was hoped, would act as a 
noise-reducing factor, as it came between the bedroom and 
the corridor. 

Referring to the serious problem of cross-infection in 
operating theatres, Mr. Goldfinch said that on the Continent 
they had gone far ahead of us in operating theatre planning. 
A research team had gone to the Continent from this country, 
and in Paris they had seen how, in a completely circular 
theatre, an attempt had been made to solve the infection 
problem by dispensing with hanging light fixtures and 
surplus equipment; the lights had been set flush with the 
domed ceiling. Another Continental experiment had been an 
egg-shaped theatre, but Mr..Goldfinch did not consider this 
to be any real solution of the design difficulty, and the 
research team had produced an improved design—the horse- 
shoe shaped theatre with a circular domed ceiling, with flush 
fittings and nothing suspended. _ A full-sized model was being 
constructed in order that experiments might be made; it was 
hoped to build at least four such theatres in the future. Air 
conditioning and the filtering of dust particles of a certain 
size, upon which bacteria travelled, would help to keep 
infection down. 


| 
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Nutrition—Old and New 


VI. MALNUTRITION, UNDERNUTRITION AND STARVATION 


by E. M. WIDDOWSON, D.Sc., Ph.D., 
Medical Research Council Department of Experimental Medicine, University of Cambridge. 


HE Second World War and the period immediately 

following it provided opportunities for studying the 

effects of a shortage of food which we hope will 

never recur. There have been many famines in past 
centuries in various parts of the world, but these were 
generally accompanied by pestilences—plague, typhus, small- 
pox and dysentery—and it was only when preventive 
medicine abolished the great famine diseases that the effects 
of undernutrition and starvation themselves were unmasked. 
The present century, moreover, has witnessed the discovery 
of the vitamins, so that in the recent war the relative import- 
ance of deficiencies of calories and of vitamins in different 
parts of the world could be evaluated. 

Furthermore, the shortages which the war brought in 
its train prompted scientists in the United States and Great 
Britain to undertake studies of the effects of food deficiencies 
in an experimental setting, and during the past six years 
several reports have been published, one in Switzerland, 
one in the United States, one in Denmark, and four by the 
Medical Research Council in this country, describing various 
aspects of malnutrition, undernutrition and starvation. They 
describe what happened in the Japanese prison camps, in 
the German concentration camps, among the civilian popula- 
tion in Germany during the years immediately after the 
war, and to individuals who allowed themselves to be 
deprived of food so that their deficiencies could be studied 
experimentally. It is proposed in this article to draw together 
some of the knowledge we have gained from all these studies. 

In the first place the terms malnutrition, undernutrition 
and starvation must be defined. Malnutrition will imply 
the deficiency of some particular dietary essential, for 
example of one or more of the vitamins, and undernutrition a 
moderate shortage of calories. Starvation we all know means 
in its strictest sense the absence of any food at all. In this 
article, however, ‘starvation’ will be interpreted rather 
loosely to include any situation where the intake of calories 
is grossly inadequate. 


Malnutrition in Japanese Prison Camps 


In 1951 a report was published jointly by an Australian 
and a British doctor, Drs. Smith and Woodruff, describing 
their experiences during the three-and-a-half years they 
were in Japanese hands, Dr. Woodruff in a military camp 
in the Singapore area and Dr. Smith in a civilian internment 
camp in Hong Kong. The Japanese fed their prisoners 
largely on polished rice, that is, rice from which the germ 
and husk have been removed. The diets were inadequate 
in calories, but not severely so. The prisoners lost weight, 
and this was a source of great physical suffering to many 
internees who had no beds and had to sleep on bare concrete 
floors. The primary problem, however, was a deficiency of 
the B vitamins, particularly of vitamin B,. The requirement 
for this vitamin (aneurin or thiamine) depends upon the 
intake of calories in the form of carbohydrate, and the more 
carbohydrate there is in the diet the more aneurin is required. 
Polished rice consists largely of carbohydrate and it contains 
very little aneurin, and beri-beri is well known to be a danger 
if polished rice is the staple food. It was in fact the first 
vitamin deficiency disease to be produced experimentally, 
by feeding hens on polished rice. Eijkmann, who made 
these experiments at the end of the last century, showed 
that the disease could be cured by giving the hens unmilled 
rice or rice bran. i. 

The medical men who were interned in the Japanese 
camps were fully aware of what was needed to prevent and 


cure beri-beri and other deficiencies among their fellow 
prisoners, and there is an interesting account in the report 
of the methods devised for making the most of any valuable 

‘extras’. Rice polishings were incorporated into the rice 
bread whenever possible. Soya bean milk was prepared 
and was used as the basis of diets for invalids and children, 
Yeast was grown; bones were pressure cooked, dried and 
ground to a fine powder and used for thickening soups and 
stews to make good a shortage of calcium. Large edible 
snails were made into snail pasties with rice flour, and a 
method was invented for preparing grass and green leaf 
extracts to provide a rich source of riboflavin, another of the 
vitamins of the B-complex. Doubtless many of the internees 
might have died of malnutrition had these efforts not been 
made to supplement their rations with the essentials known 
to be missing from them. 


The Sheffield Experiments 
Vitamin A 

In 1942 the Ministry of Health asked the Medical 
Research Council for information about the vitamin A 
requirement of the human adult. The needed information 
was not available and it was accordingly decided to put 
the matter to the test. An investigation was carried out 
on a group of people in Sheffield who volunteered to be made 
vitamin deficient. Fourteen men and two women lived for 
64-25 months on a diet virtually devoid of vitamin A and 
carotene but complete in all other respects. They lived at 
the Sorby Research Institute in Sheffield while the investiga- 
tion was in progress and either continued their normal 
occupations as clerks, schoolmasters, shop assistants etc. 
or were employed at the Institute in some capacity or other. 
They were under no compulsion and were at liberty to stop 
the experiment whenever they wished, but they continued 
for this long time out of a desire to make some contribution 
to knowledge which might benefit mankind. 

When the investigation started it was anticipated that 
the volunteers would show clinical signs of vitamin A 
deficiency in a few months and it was planned, when unmis- 
takable signs of a deficiency appeared, to determine what 
dose of vitamin A or carotene was needed to bring about 
recovery to normal. What in fact happened was that after 
eight months of deprivation there were still no discoverable 
signs of a deficiency beyond a lowering of the carotenoids 
in the blood serum. After this time the vitamin A level 
in the plasma gradually fell and there was a deterioration in 
the capacity for dark adaptation, but even after 18 months 
only three of the 16 subjects were judged ‘ unmistakably ' 
deficient, and hence suitable for therapeutic tests. . Thus, 
the results of this long and elaborate investigation were on 
the whole negative, and it is clear that vitamin A deficiency 
is much less easily produced in previously well-fed adults 
than had hitherto been supposed. The report emphasizes 
that the findings are not applicable to the needs of children, 
pregnant or nursing mothers or to people already in a state 
of undernutrition. 
Vitamin C 

Up till quite recently the estimates of different authorities 
for the vitamin C requirement of adults have been widely 
divergent. Tables of food requirements issued by the 
National Research Council of America set the figure at 75 mg. 
a day, whereas authorities in this country considered that 
30 mg. a day was sufficient. Before the war, when plenty 


of fruit was available, most diets contained an abundance 
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of vitamin C, and the exact requirement was a matter of 
theoretical rather than practical importance. During the 
war years, however, when imported fruit was in short supply, 
it became more important to discover just how much of the 
vitamin was required to maintain health and whether there 
was any benefit to be derived by taking more. It was once 

decided to put the matter to the test of experiment, 
and volunteers were again found in Sheffield, 8 of the 20 
being men who had previously taken part in the vitamin A 
experiment. They were given a basal diet adequate in all 
respects except that it was reckoned to contain only about 
| mg. of vitamin C perday. Ten of the men had no additional 
vitamin C, seven received 10 mg. daily and three had 70 mg. 
daily. The volunteers did not know to which group they 
belonged, for all of them, including those who had no vitamin 
supplement, were given tablets which looked exactly the 


No signs of deficiency were observed in the three men 
who were given 70 mg. of vitamin C acid daily nor in the 
10 men receiving 10 mg. All of those who were living on 
the basal diet with no supplement developed clinical signs 
of scurvy. The first changes were enlargement and keratosis 
of the hair follicles which appeared after 17 weeks of depriva- 
tion. Later the enlarged hair follicles became haemorrhagic 
and turned into the characteristic scorbutic spots. Scorbutic 
changes in the gums began to appear after 26 weeks. A 
dose of 10 mg. of vitamin C daily was given to six of the 
scorbutic volunteers and this removed the clinical signs of 
— though it took 14 weeks before they were completely 


It is concluded that the minimum protective dose of 
vitamin C for an adult is about 10 mg. daily, but in order 
to allow a margin of safety the authors suggest that the 
minimum protective dose should be trebled, and the daily 
allowance should be about 30 mg. There was no evidence 
that an excess was in any way beneficial, but it was certainly 
not harmful. 


Undernutrition in Germany, 1946-49 


Between 1919 and 1922 the Medical Research Council 
and the Lister Institute of Preventive Medicine maintained 
in Vienna a small team of British scientists to study the 
deficiency diseases, particularly a deficiency of vitamin D, 
which were then prevalent in that part of Europe. The 
results which Dame Harriette Chick and her colleagues 
obtained were so valuable that it was decided, when the end 
of the Second World War came, to send workers once again, 
this time to Germany, to study the effects of undernutrition 
on the physical and mental well-being of the population. 
The headquarters of the unit were set up in the research 


‘laboratories of the I. G. Farben-industrie, Wuppertal- 


Elberfeld, and a report published in 1951 describes their 
findings. No attempt was made to survey the entire popula- 
tion, and the investigation was deliberately concentrated 
on individuals or small groups. At first attention was devoted 
to members of the civilian population, but as the general 
level of nutrition improved the unit was largely occupied 
am the prisoners of war who were being repatriated from 
ussia. 

The official rations in Germany for the ‘ normal con- 
sumer’ in June 1946 provided 1,052 calories a day, which 
was only about one half as many as were provided for the 
internees in the Japanese prison camps and one third of the 
number required. The calorie value of the rations gradually 
increased to about 1,550 calories a day at the end of the 
year. There is no doubt that the nutritional state of the 
population would have been very much worse than it was 
had it not been for the fact that few people were living as 
‘normal consumers’. So many scales of supplementary 
rations existed that a great many persons managed to 
qualify for one or other of them. S 

Besides this official way of getting extra food there 
were also various unofficial means, the most important of 
which was probably what was known as ‘ hamstering’. The 
word is derived from the name of the common hamster, a 
small animal which spends the summer collecting food which 
it stores and eats during the winter. The only people in 
Germany who had supplies of food in any quantity in 1946 


were the farmers. They were supposed to sell all they had 
to the authorities, but rather naturally they did not do so; 
they bartered their food with the ‘ hamsterers’ for goods 
that they needed. Money was of no use to the farmers 
because it had lost so much of its purchasing power. The 
farmers and their families needed clothes and household 
goods, however, and townspeople who had any of these 
goods were ready to exchange them for food. One or two 
members of many German families living in towns went 
hamstering every four weeks or so. A hamster tour was 
quite an adventure and it often involved a great deal of 
discomfort, particularly in winter, for it meant travelling 
in crowded unheated trains, sometimes on the roof of the 
train or on the buffers. It was generally reckoned that a 
night and a day were required to reach the hamstering 
ground. When the hamsterers left the train they usually 
walked eight or ten miles to get off the beaten track, and 
they then went from farmhouse to farmhouse offering their 
goods in exchange for food. After two or three days they 
made the return journey and this was more risky, because 
hamstering was officially forbidden and the hamsterers were 
faced with the possibility of the police boarding the train 
and confiscating their spoil. 

The Germans suffered from a simple calorie deficiency and 
no signs of a shortage of any of the vitamins were ever detected 
among them. The main reason for this was that their staple 
cereal was a dark brown bread made from high-extraction 
flour, and it was rich in vitamins of the B complex. Besides 
this they ate considerable amounts of vegetables and 
vegetable soups, which provided them with vitamin C, 
carotene and also some of the B vitamins. It is perhaps 
surprising that rickets was not common as it was in Vienna 
after the 1914-18 war. This can probably be attributed to 
the fact that in 1946 everyone was aware of the danger, 
and the distribution of vitamin D to the children was started 
at the earliest possible moment. 

The clinical effects of undernutrition are a considerable 
loss of weight, a slow pulse rate, a low blood pressure and, 
in some people but not in all, the appearance of hunger 
oedema. During and after the First World War a great 
deal was written about hunger oedema, particularly by 
German doctors, and it came to be regarded as the out- 
standing characteristic of undernutrition, and it continued 
to be so regarded right up till the close of the Second World 
War. We now know that the oedema which is seen round 
the ankles of undernourished persons is merely incidental, 
and it is only part of a much more fundamental change in 
the body as a whole. When people become undernourished 
the composition of the body changes. The fatty tissue 
disappears to a large extent. As the cells containing fat 
atrophy and disappear, their place is taken by extracellular 
fluid; there is a great increase in the volume of extracellular 
fluids, so that they come to occupy a very high proportion 
of the total weight of the body. The quantity of extracellular 
fluid in the body may rise by 10 or 20 litres without any 
pitting oedema being observed at all, and the volume of 
fluid which collects in oedematous legs is only a very small 
fraction of this increase in extracellular fluid volume. 

In an undernourished community it is the men over 
40 who first show signs of oedema, probably because the 
natural elasticity of their tissues is more likely to be failing 
than in younger persons. It was suggested as long ago as 
the middle of the last century that a lowering of the plasma 
proteins might be responsible for the oedema, and there is 


no doubt that the concentration of protein, and particu- . 


larly of albumen, in the plasma is very important in regulating 
the passage of fluid between the blood vessels and tissue 
spaces. If the plasma proteins are sufficiently low, oedema 
becomes almost inevitable, but this is not the whole explana- 
tion, for many undernourished people have extensive oedema 
with normal plasma proteins and others have a low level of 
plasma proteins and no oedema. The problem is not why 
some undernourished people get oedema, but why all do not. 


The Minnesota Experiment 


In 1944, when the attention of many people was occupied 
with the physiological consequences of shortage of food, 
Professor Ancel Keys and four of his colleagues in the United 
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States decided to study experimentally the effects of a semi- 
starvation diet. The subjects were young men who had 
registered as conscientious objectors. More than 100 volun- 
teered for the experiment; 36 were selected and of these, 
32 stayed the course. After a control period of 12 weeks 
during which the men ate an adequate diet and were subjected 
to a battery of tests, the period of semi-starvation started. 
Two meals a day were served, consisting largely of whole 
wheat bread, potatoes, cereals, turnips and cabbage. These 
foods provided each man with an average of 1,570 calories 
a day and the diet was very similar to the one which the 
German rations provided in 1946. The semi-starvation period 
lasted for 24 weeks, and by this time the men had lost about 
25 per-cent. of their initial body weights. 

Professor Keys and his colleagues amassed a vast amount 
of information about the reactions of the bodies and minds of 
their subjects to a shortage of food and their results have 
been published in two large volumes, running to nearly 
1,400 pages. Briefly, the changes which were observed in 
the men who were deprived of food experimentally were very 
similar to those later seen in Germany, and the American 
workers also concluded that these changes were due first 
and foremost to a deficiency of calories, and not toany 
specific protein or vitamin deficiencies. 


Starvation in Concentration Camps 


At the end of 1944 and the beginning of 1945, when 
Germany began to collapse, about 300 men and women of 
different nationalities arrived in Switzerland, having escaped 
from concentration camps in Germany. They were cared for 
in a hospital in St. Gallen and in 1948 a report was published 
in Switzerland describing the physical and psychological 
state of these starving people. In 1952 another report was 
published, this time in Denmark, Famine Disease in German 
Concentration Camps. This was written by seven Danish 
doctors, four of whom were among the 6,000 Danes deported 
to German concentration camps and prisons from 1942 
onwards. There is no doubt that conditions in the concen- 
tration camps were far worse than anything so far described. 
“The German concentration camps became the theatre of 
the greatest starvation tragedy in Europe. . . . Without 
taking direct murder into account, the average duration of 
survival in these camps was little over six months.” At 
Dachau, for example, the prisoners were issued with } litre 
of Ersatz coffee for breakfast, 1-14 litres of vegetable soup 
for dinner and 200 grams of coarse rye bread for supper, 
with a small allowance’of sugar and margarine each week. 
These foods provided about 850 calories a day. The loss in 
weight often amounted to half or more of the original body 
weight. The posture was characteristic—the neck bent and 
the head down on the chest and the knees semi-flexed in the 
standing position. All movements were slow, and because 
the starving prisoners always felt cold they wrapped them- 
selves in any rags they could find. This attire, coupled with 
their posture, made them look like Mohammedans on 
pilgrimage and ‘Musselman’ became the name for a person 
in the terminal stage of starvation. 

Hunger oedema was uncommon and this was probably 
because of the diarrhoea which was so widespread in all the 
concentration camps. The loss of fluid in the stools had a 
dehydrating effect and reduced the volume of extracellular 
fluids and so prevented the appearance of oedema. Signs 
of vitamin deficiencies were also very rarely seen. 

The physical changes arising from starvation are bad 
enough but the moral changes may be even worse. The finest 
courage and cohesion have been exhibited by small groups of 
men engaged on some great enterprise, but on the whole 
undernutrition leads to moral degeneration. At first any 
food which is obtained is divided among the family or feeding 
group to which the individual belongs, and such food is 
jealously guarded from other units. This was the state of 
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affairs in Germany in 1946, but in the later stages of under. 
nutrition even this loyalty to a small group is lost and every 
man fends for himself. In the Irish famine in the middle of 
the last century a father engaged in a life and death struggle 
with his son for the sake of a potato. Complete apathy and 
lack of power and initiative are characteristic of the final 
stages of starvation, and the starving man eventually collapses 
and is quite incapable of getting up again. 


Recovery from Undernutrition 


There seems no doubt that a person who has beep 
suffering from a moderate calorie deficiency for months or 
even years is able and willing to eat enormous quantities of 
food if he is given the chance. In Germany after the war 
20 of the most undernourished men who could be found 
were provided with unlimited amounts of food for eight weeks, 
Their average calorie intake during this time was 6,000 a 
day, and their weight increased by an average of 22 lbs. 
Two of the men were 80 years old and another was 76, but 
these three ate almost as much food as the young ones 
without any ill effects whatever and they gained almost as 
much weight. 

Professor Keys and his colleagues concluded their 
experimental study of undernutrition with a period of 
rehabilitation. They gave their men a fation providing 
2,020—4,228 calories a day for 12 weeks. The men did not 
recover as quickly as was hoped, and it seems likely that they 
would have eaten more food and recovered more rapidly 
had they been allowed to have as much as they wanted. 

Recovery from starvation is another matter. When the 
end of the war came and food suddenly became available 
to the starving prisoners in the concentration camps, those 
who had reached the ‘ Musselman’ stage had no appetite 
and took no interest in it at all. Those who were not quite 
so bad were ravenously hungry, and most were deaf to all 
warnings and ate enormous quantities of food all day and 
all night. This aggravated the diarrhoea in those who had 
it and caused violent diarrhoea in those who had previously 
been free from it. Some died, and among those who survived, 
the diarrhoea often proved to be a hindrance to recovery. 


Expert Committee on Pol iomyeli tis 


HE WHO Expert Committee on Poliomyelitis aims to 
give, in its first report*, “‘an account of present con- 
cepts of the essential nature of this disease, with a 
review of recent advances that have been made... 
especially in methods of diagnosis and possibilities of pre- 
vention.”” The report stresses that paralysis is actually 
“an infrequent complication of poliomyelitis infection”, 
and that factors other than the virus itself, such as genetic 
and hormonal factors, over-exertion, and specific trauma, 
especially tonsillectomy and certain intramuscular injections, 
may predispose to, or precipitate, the development of 
paralysis. There are many unknowns in the epidemiology 
of poliomyelitis. Both climate and season appear to exert 
an effect on the epidemiological behaviour of the disease: 
in temperate regions of both hemispheres it is more prevalent 
in summer and autumn than in winter, while in tropical 
areas cases occur more uniformly throughout the year; it 
is believed that poor sanitary conditions greatly facilitate 
the spread of the virus. 

The present concept of transmission in areas where 
poliomyelitis is epidemic is one of spread during close 
personal association with infected persons who are excreting 
virus in the faeces and pharyngeal secretions. It is now 
thought that the portal of entry is usually the mouth, and 
that the primary site of infection is in the pharynx and the 
rest of the alimentary tract. 
e Hope for the control of poliomyelitis lies more m 
immunization than in quarantine measures. Advances 
laboratory techniques have facilitated study of the disease, 
and offered possibilities for the development of a vaccine, 
but all work towards this end is still in the experimental 
stage. 

*World Health Organization: ‘echnical Report Series No. 81, 
price 3s. 6d. 
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Modern Medical Treatments 


by R. WYLIE-SMITH, M.D., Physician, 


HE treatment of medical diseases has advanced 

through the ages, but never so rapidly as during the 

last 30 years. During this time many diseases have 

been brought under control or cured by the cause of 
the disease being prevented from spreading at an early stage, 
thus allowing adequate antibodies to be formed to counteract 
the infection. 

One great group of therapeutic agents which has been 
discovered are the antibiotics which prevent bacteria from 
multiplying and so control a bacterial infection. Their 
action does not, in therapeutic doses, harm the tissues. 
The first member of this group was prontosil, later named 
sulphanilamide, and described by Domagk in 1935. This 
drug was followed by sulphapyridine, sulphathiazole, sulpha- 
diazine and sulphamezathine. Then a group of therapeutic 
agents was discovered headed by penicillin and followed by 
streptomycin, chloromycetin, aureomycin and terramycin, 
also para-aminosalicylic acid (PAS) and iso-nicotinic hydra- 
zine. These drugs have a similar action but are to some 
extent selective, and members have a more powerful effect 
on different bacteria. As a result of their use some bacteria 
which were sensitive to one drug have become insensitive, 
so that it is necessary to test the infecting organism for 
sensitivity to a particular drug. 

* As a result of modern discoveries the importance of the 
beneficial effects of blood transfusion was appreciated 
because blood was now able to be stored and area blood 
banks were established enabling blood to be available for 
immediate transfusion. Many surgical operations which 
before could not be attempted have become possible and 
are undertaken successfully; many illnesses are shortened 
by rapid restoration of the blodd volume or blood cells. 
One of the greatest advances is in the treatment of 
uncontrolled haemorrhage from a peptic ulcer by partial 
gastrectomy—made possible only by blood transfusion. 

A recent new group is the anti-coagulants, of which 
heparin, dicoumarol, Tromexan and Dindevan are now in 
constant use for phlebitis, thrombosis, coronary thrombosis 
and pulmonary thrombosis. 

Recently a group of drugs has been discovered (they 
are still in the experimental stage) for the control of arterial 
hypertension—pentamethon and hexamethonium compounds, 
which act by removal of sympathetic tone; so far the effects 
have been satisfactory. 


Cortisone and ACTH 


Since 1948 a new field has been opened by the discovery 
of the importance of the metabolism of the steroids and 
favourable results have been reported in the treatment of 
some diseases by their application. I should like to draw 
attention to the effects of two of them, cortisone (or 


' compound E) and ACTH on rheumatoid arthritis and acute 


rheumatic fever. These drugs are not yet freely available 
in this country. Their use is controlled in special centres 
and the effects are carefully observed and recorded. Already 
much benefit has been noted. Suitable cases for treatment 
by these drugs are admitted to these centres. 

Cortisone is a steroid which is obtained from the adrenal 
glands of animals; it is now synthesized, so that its supply 
in the future in adequate quantities is assured. ACTH is 
adreno-cortico-trophic hormone and in the anterior hypo- 
thalmic area of the brain there is thought to originate a 
chemical substance which is capable of stimulating the 
anterior pituitary cells to secrete ACTH . 

ACTH in turn stimulates the adrenal cortex to secrete 
the adrenal cortical hormones, the greatest being compound 


"Abstract of a lecture given at a yf 7 arranged by the Isle of 
Thanet Branch of the Royal College of Nursing. 


Ramsgate and Margate General Hospitals. 


E and F. Compound E and F is similar but F has not yet 
been synthesized. ACTH is prepared from the pituitaries 
of cattle, sheep, pigs and whales. Its action is on the supra- 
renals, so it has no action on adrenalectomized animals 
and the absence of a normal response to injected ACTH is 
a useful confirmation of Addison’s disease. Production of 
hypercorticalism (Cushing’s syndrome) is not unusual after 
rather large doses of ACTH. 

Cortisone or compound E, on the other hand, temporarily 
depresses the activity of the suprarenal tissue in the same 
way that unilateral hypercorticalism in Cushing’s syndrome 
causes atrophy of the opposite suprarenal. Atrophy of 
both suprarenal glands may occur after prolonged cortisone 
use. Cortisone also depresses the number of circulating 
eosinophils. 

Methods of administration. ACTH is administered 
parenterally, by intra-muscular injection six-hourly; corti- 
sone orally or by intra-muscular injection six-hourly; 
hydro-cortisone by intra-muscular injection. 


Clinical Effects in Rheumatoid Arthritis 


On arthritis. Muscular and joint stiffness and rest pain 
disappear within 48 hours; there is reduction in joint pain 
on movement and joint tenderness—increased range of joint 
movement appears later; increased speed in joint movement 
is early. Swelling and effusions are reduced, functional 
improvement is considerable, but permanent structural 
damage is not reversed. The maximal response occurs 
within about three months. 


General effects. The appetite improves considerably, 
the weight increases and there is a general feeling of well- 
being. 

Metabolic effects. The raised sedimentation rate returns 
to normal. The haemoglobin percentage increases, the 
eosinophils are reduced. The plasma proteins return to 
normal. Sodium retention and a negative potassium balance 
may occur. The urinary nitrogens increase and the excretion 
of uric acid is increased. There is hypercholesterolaemia. 
The carbohydrate tolerance test is decreased. 17-ketosteroid 
excretion increases after ACTH, indicating adrenal stimula- 
tion, and is decreased after cortisone, indicating adrenal 
suppression. 


Side-effects. All side-effects are reversible. 


1. Due to sodium retention, arterial hypertension, 
oedema, hypopotassium as shown by weakness, lassitude and 
electrocardiograph changes. 

2. Abnormal deposition of fat, giving a rounding of the 
face, supra-clavicular pads of fat, described as the ‘ buffalo 
hump ’, increased fat around the pelvis and general obesity. 

3. Sex hormone changes, hypertrichosis, hirsutes, folli- 
culitis, amenorrhoea and altered libido. 

4. Psychiatric changes: euphoria, intensification of any 
underlying psychiatric abnormality. 

5. Exacerbation of diabetes. 

6. Osteoporosis. 

7. Suppression of inflammatory reactions; delayed 
healing, suppression of signs and symptoms of intercurrent 
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inflammatory disease, such as pneumonia or appendicitis. 
8. Abscess formation; deep abscess at site of injection. 
9. Withdrawal syndrome, if the dosage is reduced too 
rapidly. 


Practical Uses in Rheumatoid Arthritis 


Cortisone is not a cure for rheumatoid arthritis, and 
only has a suppressive effect; it is of no benefit to permanent 
deformities or to ankylosed joints. Withdrawal permits the 
disease to reveal itself again, so that we are faced with two 
theoretical alternatives: 

1. use cortisone as temporary cover while other methods 
of treatment are applied, for example, manipulation or 
surgical interference; 

2. find an effective method of prolonging its use. 

Dosage. Cortisone 100-300 mg. daily, orally; reduce to 
30-50 mg. daily. 

Precautions. Prevent hyper-adrenalism; give a low 
salt diet with an increased amount of potassium; test the 
urine for sugar; do not give it to cases suffering from chronic’ 
myocardial defects, hypertension, chronic nephritis, tuber- 
culosis or Cushing’s syndrome. Do not give ACTH for at 
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least 14 days after a course of cortisone because of the 
danger of adrenal suppression. 

With ACTH or cortisone the fever, toxic: symptoms 
and arthritic changes subside in a few days but reappear 
if these drugs are withdrawn too soon. Usually a course of 
four-six weeks is necessary. In the presence of pericardial] 
effusion, cortisone is to be preferred to ACTH as it leads to 
less sodium and water retention. Cortisone has alreacy been 
shown to have a good effect on some allergic and blood 
diseases and on some diseases of the eyes. 


Treatment of Oedema 

A new preparation, carbo-resin, has been introduced 
for the treatment of oedema—chiefly in cases of chronic 
congestive heart failure, cirrhosis of the liver and nephrosis 
where mercurial diuretics have failed. 

Mechanism and dosage. The faecal loss of sodinm and 
potassium is increased by resin attracting sodium from the 
tissue fluids. 

The dosage is 48 g. per day divided into three doses, 
between meals, in distilled water or milk followed by a drink 
of water. A normal salt diet should be taken, which is 
about 7.5 g. of sodium chloride. 


POLIOMYELITIS’ 


by F. L. KER, O.B.E., T.D., M.B., Ch.B.(Edin.), 


Physician Superintendent, Little 


OLIOMYELITIS is not a new disease—it has come 

to our notice very much since 1947, but was probably 

known in Egyptian times about 3,000 years ago. In 

the Old Testament a form of infantile paralysis is 
mentioned which at that time was attributed to nurses 
dropping the infants on their heads. Sporadic cases from 
then onwards have been reported, becoming more prevalent 
towards the end of the 18th century; in 1840 the first real 
description of the disease was made by Heine, a German. 
It was then called infantile paralysis. In 1865 a Frenchman 
localized the lesion to the anterior horn cells of the cerebro- 
spinal cord, and in Stockholm in 1890 the first description of 
the bulbar type of the disease was made by Medin. We know 
the disease now as acute anterior poliomyelitis. In Scand- 
inavia there has been a great amount of it, where it first 
became epidemic; in 1907 there was an epidemic in New 
York; in 1911 there was a small outbreak in this country 
and another in the early 1920’s. The first large-scale epidemic 
in this country occurred in 1947. 


Age Incidence 


Originally the name ‘ infantile paralysis’ was given to 
the disease because the majority of the cases were in infants 
in their first five years of life. But since the disease has 
become epidemic, the age incidence has increased steeply, 
and now we have many cases between 5 and 15 years, and 
even between 15 and 30 years; after that age it is rarer, 
and the oldest case I have seen personally was 47 years, 
but older cases than that have been recorded. The two sexes 
seem to be affected fairly equally. The disease is most 
prevalent in late summer and early autumn, and for that 
reason it used to be associated with bathing, it being thought 
that the infection entered through the pores of the skin. 
But the answer is that it appeared at the time of year when 
people go to the seaside and indulge in bathing and strenuous 
exercise. It does not enter through the skin—that we 
now know. 

The distribution of the cases is interesting. In a city 
such as Birmingham, the highest incidence is found to be 
more in the suburbs, rather than in the poorer and more 
congested districts, and generally speaking the better the 

*A lecture given at a conference and demonstration held at Little 
Bromwich Hospital, Birmingham, in March. 


Bromwich Hospital, Birmingham. 


standards of hygiene, the more likely we are to get it; as 
the general sanitation improves the higher the incidence of 
poliomyelitis. It is mostly confined to the temperate zones; 
in tropical countries it is rare among the natives. It seems, 
therefore, that the answer probably is that people living in 
unhygienic, insanitary cgnditions get small doses frequently 
and thereby develop an immunity. The child in better 
sanitary conditions does not have this chance. In Little 


Bromwich Hospital the distinction is very marked: our. 


general cases throughout the hospital come from the poorer 
type of home and the poorer part of the city, but when we 
have polio cases the relatives often arrive to visit in their 
own Cars. 

There are two possible routes by which the virus may 
enter the body: ingestion and inhalation. To support the 
first theory, the disease is most common in the summer 
months when droplet infection is less and food contamination 
diseases more common (due to flies, dust, etc.). Because the 
lower limbs are more frequently involved than other parts 
of the body (probably in rather under two-thirds of the 
cases the lower limb is affected) it is suggested that the 
organism reaches the lower end of the spinal cord first. This 
could be explained by the virus passing along the sym- 
pathetic nerves from the intestinal wall. Those who support 
the inhalation theory point out that in many cases the 
earliest symptoms are referable to the upper respiratory 


passages. 


If a case occurs after tonsillectomy it is often of the 


bulbar type, which raises the possibility of direct spread 
from the throat (it is a wise precaution to avoid the 
operation of tonsillectomy during periods when polio is 
prevalent). The presence of two large raw areas at the 
back of the throat obviously increases the risk if the individual 
should come in contact with the disease. The organism can 
be isolated from the upper respiratory passages in the early 
stages as well as from the faeces—so that both theories have 
some points in their favour. The virus may remain in the 
faeces for a number of weeks—probably from three to four 
weeks sees the end of the infection, but in some cases for 
six weeks or even longer one may be able to isolate the virus 
from the faeces. 

The incubation period is probably 7 to 14 days, but it 
is difficult to fix accurately: there are far more carriers than 
people suffering from the disease when an epidemic is in 
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progress, and this makes it difficult to say how long the 
incubation period actually is. 

Clinically there are three phases: 1, the prodromal phase 
(4-5 days) ; 2, the meningitic phase (3-4 days); 3, the 


paral ic stage. 

In the first phase, the temperature is about 99° to 
{00° F.; there is malaise, aches and pains in the limbs, 
mild sore throat, possibly a cough and running nose; an 
iiness difficult to differentiate from a common cold. This 

iod may last only 24 to 48 hours and then clear up, to 
be followed two days later by a second rise of temperature 
ysually considerably higher than during the first stage. 
There will then be the typical signs of headache, stiff neck 
and possibly vomiting which are seen in the second phase. 
This is often mistaken for meningitis. In 1950 there were 
966 cases at Little Bromwich Hospital and 50 of them were 
notified as meningitis. 

After another two or three days weakness may appear 
in one or more limbs. Sometimes this is preceded by 
considerable pain, but very often there is no real indication 
of where the paralysis is to occur. The entire extent of the 
paralysis may be evident at once or it may commence in 
one limb and spread slowly to involve other muscle groups, 
usually creeping up the spinal column. The full extent of 
the paralysis may take two or three days to show itself. 
Associated with the early paralysis there may be acute 
retention of urine, and the nurse should remember this 
possibility when watching for early signs of the onset of 
paralysis; some 20 per cent. of cases show this symptom. 

The virus may also affect the bulbar region of the brain 
or, more rarely, the cortex, producing an encephalitic type. 
A combination of two or more types may be present in any 
patient, a spino-bulbar combination being by no means 
uncommon. 

The typical case will present the three phases described 
above, but many cases never develop further than the first 
phase, and are often referred to as abortive cases. These 
can only be diagnosed during a period when the disease is 
prevalent. Those which progress no further than the 
meningitic phase are called non-paralytic cases. These 
points are interesting because, in a household, one individual 
may suffer from a severe attack of poliomyelitis, while 
other members have minor symptoms only. It is one of 
the inexplicable things about poliomyelitis that it is very 
rare to have two people in the same household with paralytic 
attacks. The disease is highly infectious and the virus is 
widespread, but it does not affect everybody in the same way 
—probably because large numbers of the population have 
derived a degree of immunity by frequent unrecognizable 
attacks. 


Differential Diagnosis 


The differential diagnosis divides itself into three groups 
of possibilities according to which stage of the disease is 
presenting. In the prodromal period it is virtually impossible 
to make an accurate diagnosis, though a summer cold or 
mild abdominal upset during epidemic periods shoyld always 
suggest the possibility of poliomyelitis. Even in the 
meningitic phase a sporadic case would be difficult to diagnose 
without a lumbar puncture, while during an epidemic 
examination of the cerebro-spirtal fluid is necessary to confirm 
the diagnosis, particularly in a non-paralytic case. The 
difference between a non-paralytic poliomyelitis and other 
virus meningitis depends upon the changes in the cerebro- 
spinal fluid. 

In poliomyelitis there is an increase in the lymphocytes 
in the cerebro-spinal fluid—not a very high one—perhaps 
100 to 200 cells per c.mm. as against the normal 5. A few 
cases may show 500 and very rarely 1,000 cells. The protein 
content may be very slightly raised at this stage. In a virus 
meningitis during the early stage the fluid may be very 
similar, but the protein is generally higher. A second 
examination of the fluid must be done 10 days after the 
first. In poliomyelitis the cell count will have gone down 
to nearly normal, but the protein will have increased to 
70 mg. per cent. or even more, and may not return to normal 
for six weeks. In a virus meningitis the second examination 
of fluid will show a similar reduction in the cell count, but 


the protein will also be reduced from the first reading. The 
comparative curves are roughly as in the accompanying charts. 
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Tuberculous meningitis may cause confusion in diagnosis 
in its early stages. Here again examination of the cerebro- 
spinal fluid will give the necessary clues. The cell count 
and protein may be very similar to that of a virus meningitis 
but in tubercular meningitis there will be a reduction in the 
sugar content which is not found in poliomyelitis. Purulent 
meningitis should not cause much trouble in diagnosis. 
Finally it must be remembered that in children particularly 
meningitic signs may be present as an early symptom in 
apical pneumonia. 

In the paralytic stage the diagnosis is usually easy, 
but some sporadic cases with involvement of a cranial nerve 
only may cause difficulty. In 1947 our first poliomyelitis 
patient presented symptoms which were at first thought 
to be due to botulism; he was quite unable to move his 
eyes in any direction and lay with a fixed stare. It was not 
until 10 days later that the nature of the virus infection 
became clear when he developed a paralysis of the left arm. 
It was an unusual case, but they do occur. The possibility of 
paralysis or paresis being a late complication of diphtheria 
must be borne in mind, although this is fortunately less 
likely today because of the comparative rarity of this once- 
dreaded disease. It is a palatal or pharyngeal paralysis 
which is most likely to cause the possibility to arise. In the 
paralytic stage one must make sure that the patient cannot 
move a limb, as distinct from the patient who will not move 
a limb on account of the pain it causes. Acute rheumatism 
and osteomyelitis are both conditions which may be confused 
with poliomyelitis if this distinction is not clearly understood. 

As regards prognosis, mortality varies considerably 
according to the epidemic, but 5-12 per cent. of the cases 
may die of the disease. Bulbar types give a very much 
higher mortality than the spinal type. In Copenhagen 
18 months ago there was a large outbreak with over 3,000 
cases in a period of a few months, with a high percentage of 
bulbar cases. In the early stages of this epidemic the 
mortality rate of the bulbar cases was in the region of 90 per 
cent., but after various improvements in the handling of 
these cases, the mortality rate fell very considerably, and 
now the bulbar case has a better chance than a few years 
ago; but it is always a severe problem. 

‘ About one-third of the cases will show a certain amount 
of permanent disability; some of this disability will be small, 
and the individuals will be able to lead normal lives. About 
one-tenth will be more or less helpless for the rest of 
their days. 


Treatment 


There is no specific treatment for poliomyelitis, but 
three things are essential: 1. rest, 2. fresh air, 3. good nursing. 
Rest should be complete during the febrile period, the 
patient not being allowed to do anything for himself. If 
the patient has taken any violent exercise during the early 
stage of the disease, and particularly during the commence- 
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Above: a nurse attends a patient in the modi- 
fied Both respirator, with positive breathing 
maintained by means of the close-fitting mask. 


Right: for treatment in the pool. 


ment of the meningitic phase, the 
resulting paralysis will be far worse 
than if he had rested; that should be 
well understood. Children with sum- 
mer colds, when there is poliomyelitis 
about, should be put to bed and should 
stay there until the diagnosis is 
certain; the adult should be advised 
to do the minimum of exercise and to 
avoid any violent exertion. 

Fresh air promotes sleep and 
encourages the appetite and is also 
useful in preventing the spread of 
infection. 

Treatment is symptomatic; there 
may be pain in varying degrees, and 
for this probably the best thing is 
aspirin in regular doses; it is often 
sufficient to reduce the discomfort to 
comparative ease. Atropine and hyp- 
notics should not be given to bulbar cases. Priscol is a new 
drug which has been used in Reynaud’s disease, and has been 
recommended to alleviate the pain in poliomyelitis, but not 
enough has been done with it yet to reach a definite con- 
clusion. However, in one series about 27 per cent. of cases 
were completely relieved and another 30 per cent. partially 
relieved by the use of this drug. Against this relief must be 
weighed the possibility of side effects, particularly vomiting. 
Hot packs are also useful to ease pain. 

If a limb is paralysed it is necessary to see that no muscle 
is over-stretched. Sand bags are often the best method of 
ensuring this in the early stages, while plaster splints can 
be used after the pain has passed off. As soon as the pain 
has gone the nurse can give the limbs a little passive movement 
when she attends to the patient. At the end of three weeks, 
provided all the discomfort has vanished, organized physio- 
therapy can be commenced and gradually increased. 

The treatment of the disease calls for a team consisting 
of physician, orthopaedic surgeon (who should'be called in 
early), nurses and physiotherapists, and in cases with 
respiratory involvement an anaesthetist and an ear, nose 
and throat specialist. ; 

In respiratory paralysis, the failure may be of two 
different origins. Where the failure is of spinal origin the 
iron lung is the ideal method of treatment; a cuirass type 
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of respirator may be sufficient to main. 
tain good respiration in partial failure. Jy 
on the other hand the failure is of central} 
origin the iron lung is not generally 
satisfactory. Bulbar paralysis usually 
begins with difficulty in swallowing, anq 
a resultant collection of mucus in the 
pharynx. In such a case the risk is the 
inhalation of this mucus into the lungs 
even if respiration is normal, and this js 
certain to happen if the patient is placed 
in a respirator without certain procedures 
being carried out first. 

In bulbar paralysis without respira. 
tory involvement a_ postural bed is 
necessary to allow the patient to be tilted 
head downwards to permit the secretions to 
drain away from the pharynx. In some 
instances this alone is not sufficient and 
a tracheotomy must also be performed. 

If the respiratory centre becomes 
involved a positive type of pressure helps, 
This method was evolved in Denmark 
where there were not enough respirators 
to go round. They found there that if 
they performed tracheotomy and in- 
serted a cuffed endotracheal tube, they 
could then inflate the lungs through 
the tube while the cuff 
stopped any secretions 
being drawn in from above. 
In the majority of cases the 
positive pressure was pro- 
duced by students squeez- 
ing rubber bags, such as 
are found on anaesthetic 

\ machines. This required 
relays of students for 
months at a time in some 
cases. Now machines are 
being developed to carry 
out the same _ function. 
After tracheotomy with a 
cuffed tube a patient can 
also be placed in an iron 
lung. 


Prevention 


I must again stress 
the importance of early 
rest in prevention of the 
disease if there is any 
question of a cold during an epidemic; the more 
complete the better. Inoculations with gamma globulin, 
which is the fraction of serum carrying the antibodies, 
produces only a passive and temporary immunity and could 
not be used practically on a large scale; it only gives from two 
to three weeks’ protection. 

No form of active immunization for poliomyelitis has 
yet been made, though the virus can now be grown, which 
is the first stage to the preparation of a vaccine. Fortun- 
ately most people are largely immunized already. If 
Copenhagen, where there was this large outbreak, there were 
over 3,000 attendants open to infection—nurses, doctors, 
students, physiotherapists, and so on—not one of them 
developed poliomyelitis; and this in spite of the fact that 
considering the size of the epidemic in proportion to the 
population of the country, several of these attendants might 
have been expected to contract the disease whether they were 
dealing with the cases or not. 

Wards for the treatment of poliomyelitis cases should be 
well ventilated, with plenty of space between each bed, 
and have facilities for the sterilization of all crockery, 
bedpans, and everything the patient uses, and the risk of 
spread will become negligible. 


{Various modern respirators are illustrated opposite. | 
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1. The new ‘ Coventry’ mechanical 
respivator with five speed variations: 
13, 16, 19, 22 and 25 per minute. 
The neck orifice is in two halves and 
the hinged top can be brought down 
and secured—a great advantage. 


3. For patients needing only assisted breathing, the cuirass 
and pump unit is worked by pump similar to the 
‘ Coventry’ respirator. The speed alternatives ave the 
same, or a@ variable speed drive can be fitted. The 
cuivass is a fibre glass moulding made from a plaster 
cast of the individual patient, thus securing a perfect fit. 


4. Captain Smith-Clarke, who was re- 
sponsible for the improved respirators 


2. The ‘Coventry Baby’ respirator 

shown in the (a) head down, and 

(b) level positions. It has a hinged 

top on the same principle as the 

adult's model. The five breathing 

speeds provided for are 21, 26, 
32, 37, and 42 per minute. 


illustrated here, also invented this ar- 

rangement of springs suspended from an 

overhead frame and attached to slings 

supporting the arms. This enables a 

polio patient whose arms are paralysed, 

but who retains slight finger movement, 
to play with his toys. 
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For Student Nurses 


PRELIMINARY PART II 


Theory and Practice of Nursing (including First Aid and 
Introduction to Psychology) 


Question 1. Give an account of the attention which should be 
given to the mouth, feet and pressure areas of an unconscious 
patient. 

(a) The Mouth. It is the duty of the nurse to keep her 
patient’s mouth clean and moist, and in the case of an 
unconscious patient full attention should be skilfully and 
carefully given every two hours. If the mouth stays open, and 
‘thus becomes very dry, it should be moistened frequently. 

- A prepared tray should be taken to the bedside, and the 
top bedclothes suitably protected by a dressing cape or hand 
towel. Then a mouth swab should be securely held in a pair 
of dressing forceps in such a way that there is a soft pro- 
truding end. This should be moistened in a bowl of warm 
cleansing lotion, which could be either sodium bicarbonate 
1-160, or normal saline, and the lips of the patient gently 
swabbed. Each swab should be used to capacity, but it 
should not be dipped a second time into the lotion. A clean 
one should be taken as often as required. When the lips are 
clean, the vestibule of the mouth, including the outer surfaces 
of the teeth, should be treated in a similar manner. Then the 
mouth should be opened, and if necessary a gag inserted. 
Next, the inside of the mouth should be cleansed, and lastly, 
the tongue, working from side to side and from the tip back- 
wards, in order to avoid sudden stimulation of the coughing 
or retching reflex. The procedure should be repeated with a 
stimulating rinsing lotion and a little diluted glycerine and 
borax applied to the tongue and to any ulcerated areas. The 


Textbook of College Hygiene 


—by Oliver E. Byrd, Ed.D., M.D. (W. B. Saunders and 
Company, 7, Grape Street, London, W.C.2, 22s. 6d.) 


This is a long book of 443 pages. Its scope is very wide 
and the choice of subjects is interesting because it is so 
different from most books of the same kind. For example 
there are four chapters on alcohol and its effects, while 
there is very little information on such subjects as the care 
of the skin. Perhaps the reason for some of the omissions 
is to be found in the statement in the preface: ‘‘ The functional 
and the public health approach has been favoured throughout, 
rather than the anatomical or physiological.’’ 

There is much of value in this book but the tendency to 
stress the abnormal at the expense of the normal does 
perhaps detract from its usefulness to students in this 
country. For instance, the chapter ‘ Infant and Child Care’ 
is divided into the following sections: Premature Births, 
Iliness of Infants, Why Babies Cry, Why Babies Vomit. 
There is no description of the normal, healthy, happy baby 
and the means to keep him so. 

For workers in the public health field, the chapter ‘ The 
Problem of Medical Care’ will give an insight into ways of 
meeting the health needs in another country. 

E. F.1., S.R.N., S.C.M., H.V. Cert. 


Shaw’s Service Handbook 


Relating to Nursing Staffs in the Health Service.—by D. G. 
Brown, D.P.A., F.H.A. (Shaw and Sons Limited, 7-9, 
Fetter Lane, London, E.C.4, 27s. 6d.) 


In producing this book of reference Mr. Brown and his 
publishers have rendered a most useful service to all who 
concern themselves with a detailed knowledge of the salaries 
and conditions of service of nursing and midwifery staff and 
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A Suggested Answer to a State Examination Questign 
by the Sister Tutor Section, Royal College of Nursing. 


lips may be lubricated with a soothing cream. Dentures 
should not be worn until consciousness returns. 


(6) The Feet. The feet of an unconscious patient should 
be supported in a good position, and not allowed to develop 
weakness of the tendons, nor any signs of pressure. The soles 
of the feet should, therefore, be supported against a firm 
pillow, kept in place by a sandbag and the weight of the bed- 
clothes removed by the use of a bed cradle. A pillow should 
be placed under the ankles to prevent pressure on the heels or 
other parts of the feet, depending upon the position of the 
patient. The feet should be washed daily, the nails kept short 
and clean, the areas between and under the toes clean, 
and lightly powdered to prevent soreness. Daily massage and 
passive exercises should be given to maintain muscle tone. 


(c) The Pressure Areas. The object of attention to these 
areas i$ to restore the circulation and maintain nutrition of 
the skin and underlying tissues, therefore it is now considered 
of paramount importance to relieve pressure on vulnerable 
prominences; at least two-hourly changes of posture should 
be ensured so that no areas are subjected to prolonged 
pressure. A special cushion or air ring may be used under the 
sacrum when the patient is in the dorso-recumbent position, 
All pressure areas, including the heels, of an unconscious 
patient should receive routine care at least four-hourly and 


. more often if signs of pressure develop. They should be well 


washed with hot water and soap, dried carefully, and then 
massaged with the palm of the hand. If the patient is 
incontinent and the skin, therefore, liable to become wet, a 
protective layer of zinc and castor oil cream should be applied 
over the sacrum and hips. Otherwise a light dusting with 
talcum powder will keep the skin smooth and fragrant. 


students employed in the National Health Service. 

The book sets out the agreements published to date by 
the General Whitley Council and the Nurses and Midwives 
Whitley Council together with those recommendations of 
the Rushcliffe Committees which are still in operation. 

The preparation of the book was obviously careful and 
painstaking and it has been produced in a form which 
facilitates quick and accurate reference. There is an admirable 
table of contents and a thumb index which can be seen at a 
glance; alternate pages are blank so that amendments and 
additions can be made to keep the book up-to-date. 

There are, however, two faults which must be mentioned. 
The book is apparently intended to cover staff employed 
in Scotland as well as in England and Wales, but the differ- 
ences between the recommendations of the Nurses Salaries 
Committees and the Scottish Nurses Salaries Committees 
have not been indicated in all cases. Perhaps a more serious 
fault lies in the quotations given from letters addressed 
to the Ministry of Health (by whom is not stated) seeking 
guidance upon the application of Rushcliffe recommenda- 
tions or Whitley agreements. The quotations are followed 
by the replies sent by the Ministry. In a factual work such 
as this the correspondence is misleading, giving the impression 
as it does that remuneration or conditions can be determined 
in this way. It cannot be emphasized too often that both 
are the province of the Nurses and Midwives Whitley Council 
(or, where appropriate, the General Council) and that diffi- 
culties of application of agreements can be finally resolved 
only by, or on behalf of, those Councils. 

M. E. D., LL.B. 


Books Received 


Gas and Air Analgesia in Midwifery.—by G. H. T. Siovin, 
M.R.C.S., L.R.C.P., D.A. (Staples Press Lid., 10s. 6d.) 


Living Happily with a ‘ Heart ’.—by Tom Clarke. (Victor 
Gollancz Ltd., 7s. 6d.) . 


We Would Be One.—by John Drewett. (C.M.S. in the World 
Today Series—II). (The Highway Press, 1s. 6d.) 
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» celebrate Florence Nightingale’s Mission to the Crimea one hundred years ago, we are 7 
grializing Sir Edward Cook’s ‘ Life of Florence Nightingale’; this is the 20th instalment. 


yvence 


Religious controversy appeared at the start of Florence 
Nightingale’s mission to the Crimea and dogged her footsteps to 
the end of it; it was perhaps the most wearing .and worrying of her 

s, as it was also the most unnecessary. Each section of 
religious opinion at home clamoured for representation among her 
nursing staff; charges and cownter-charges were bandied about as 
to an undue proportion of one sect or another. A persistent endeavour 
was made_to send out nursing reinforcements in accordance with 
the veligious convictions of -the candidate, rather than with her 
qualifications as a nurse. Miss Nightingale did her best to resist 
this tendency, but it added immeasurably to her heavy load ot 


responsibility and care. 


N the spring of 1855 Miss Nightingale decided to leave 

Scutari for a while in order to visit the hospitals in the 

Crimea. The conditions at Scutari were now greatly 

improved. Sanitary works had been executed. The 
hospitals were better supplied. The pressure in the wards, 
caused by the terrible winter before Sebastopol, was relieved. 
There were only 1,100 cases in the Barrack Hospital, and 
of these only 100 were in bed. The rate of mortality had 
fallen from 42 per cent. to 22 per thousand of the cases treated. 
Pressure might now be rather in the hospitals at Balaclava, 
where the sick and wounded were, if possible, to remain, 
in order to avoid the sufferings of the sea passage to Scutari. 

In the Crimea, besides the regimental hospitals, there 
were four general hospitals. There was the General Hospital 
at Balaclava; there was the Castle Hospital, consisting of 
huts on the ‘“‘ Genoese Heights ’’ above Balaclava. There 
was the Hospital of St. George’s Monastery, also huts, 
intended for convalescent and ophthalmic cases; and, 
lastly, there were the hut Hospitals of the Land Transport 
Corps, near Karani. All these hospitals had a complement 
of female nurses but only in the General and Castle Hospitals 
were they already installed. All were under their own 
superintendents, but all ultimately responsible to Miss 
Nightingale—as she apprehended and as the War Office 
intended. She was now anxious to inspect these hospitals; 
to increase the efficiency of the female nursing establish- 
ments; and, in particular, to introduce those washing and 
cooking arrangements which had been productive of so 
much benefit at Scutari. Her visit of inspection was 
approved by the War Office. But in other respects her 
position was somewhat ambiguous. The original instructions 
had named her as Superintendent of the female nurses in all 
the British military hospitals in Turkey; and these words 


. gave a standing-ground to her opponents in the Crimea. 


The intention of the War Office was to give her general 
superintendence, but to relieve her of direct responsibility 
for the nurses in the Crimea so long as she was at Scutari. 
The matter was not, however, cleared up till a later date, 
and the indefiniteness of her position in the Crimea exposed 
her to infinite worry and intrigues. 

On May 2, Miss Nightingale set forth from Scutari, 
where Mrs. Bracebridge was left in charge; ““steaming up 
the Bosphorus and across the Black Sea’’, as she wrote, 
“with four nurses, two cooks and a boy. . . to overhaul 
the regimental hospitals. . . ”’ 

Miss Nightingale was accompanied by the faithful 
Mr. Bracebridge. Among the nurses was Mrs. Roberts, 
whose exceptional efficiency and personal devotion to the 
Lady-in-Chief were soon to be called in need. Of the cooks, 
the chief was Soyer the Great. The “ boy”’ mentioned in 
Miss Nightingale’s letter was Thomas, a drummer, who, 


ightingale 


though only twelve years of age, used to call himself ‘‘Miss 
Nightingale’s man ’’. He would draw himself up to his full 
height, and explain that he had forsaken his instruments 
in order to devote his career to Miss Nightingale. She was 
attended also by a soldier invalided from the 68th Light 
Infantry, whom Mr. Bracebridge had picked out to serve as 
a messenger. The party arrived on May 5, and the decks 
of the vessels in the harbour were crowded with spectators 
anxious to catch a glimpse of the famous Lady-in-Chief. 
There was no accommodation for her ashore; so her head- 
quarters were on board the vessel. 

Miss Nightingale set to work immediately, and with 
characteristic energy. One of her first duties was a visit 
of ceremony to Lord Raglan. She was a good horsewoman 
and was now mounted “upon a very pretty mare which 
seemed proud to carry its noble charge, and our cavalcade 
produced an extraordinary effect upon the motley crowd 
of all nations assembled at Balaclava, who were astonished 
at seeing a lady so well escorted.’” Was not the great Soyer 
himself among the escort ? The Commander of the Forces 
was away, but Miss Nightingale was taken to the Three 
Mortar Battery, and the soldiers, as she passed, gave her 
three times three. This visit to the front made a profound 
and indelible impression upon her. ‘‘ When I see the camp,” 
she wrote to Lady Canning (May 10), “‘ I wonder not that 
the army suffered so much, but that there is any army left 
at all; but now all is looking up. Sir John M’Neill has 
done wonders.”” With Sir John M’Neill, a doctor who 
afterwards entered the Political Service in the East, Miss 
Nightingale formed a great friendship. He, with Colonel 


The map shows the relative positions of Scutari and the hospitals 
in the Crimea, 
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Tulloch, had been sent out to the Crimea by Lord Palmer- 
ston’s Government to report upon the Commissariat system. 

During the first few days after her arrival at Balaclava, 
Miss Nightingale carried on an active investigation of the 
hospitals, regimental and general, arranged various nursing 
affairs and, in conjunction with M. Soyer, planned the 
erection of several kitchens for extra diet. Here, as at 
Scutari, she was fearless of contagion, and tended patients 
stricken with fever. On her return to her ship one evening 
she complained of great fatigue; and on the following 
morning, feeling no better, she sent for Dr. Anderson, Chief 
Medical Officer at the General Hospital. He called others 
of the medical staff into consultation, and a joint bulletin 
was issued to the effect that Miss Nightingale was suffering 
from Crimean fever. They advised that she should be 
removed from the ship, and she was carried on a stretcher 
by relays of soldiers to the Castle Hospital. The hut in 
which she lay was immediately behind those of the wounded 
soldiers. The attack of fever was sharp, and she was, as 
she afterwards admitted, ‘“‘ very near to death ”’. 


ANXIETY FOR HER LIFE 


The news of Miss Nightingale’s illness was received with 
consternation in England, and the anxiety of her friends 
was intense, though Lord Raglan had thoughtfully arranged 
that a telegraphic dispatch from him should not reach 
them till, after two or three days, the doctors were able to 
hold out hopes of recovery. The anxiety in the War 
Hospitals was scarcely less than the anxiety at home. “ The 
soldiers turned their faces to the wall’’, said one, “ and 
cried.”” The crisis passed and on May 23 Lord Raglan was 
able to telegraph home that the patient was out of danger. 
The bulletins were forwarded to the Queen, and on May 28 


Her Majesty, in writing to Lord Panmure, was “truly ' 


thankful to learn that that excellent and valuable person, 
Miss Nightingale, is safe.’’ At this time a horseman rode 
up to her hut, and the nurse, Mrs. Roberts, who had been 
enjoined to keep the patient quiet, refused to let him in. 
He said he most particularly desired to see Miss Nightingale. 
* And pray,” said Mrs. Roberts, ‘‘ who are you?” “ Ah, 
only a soldier,’’ replied the visitor, ‘‘ but I have ridden a 
long way, and your patient knows me very well.” He was 
admitted, and a month later was himself laid low and died. 
It was Lord Raglan. 

Miss Nightingale was strongly advised by the doctors 


Annual Reunion of 


Grenfell Association of Great Britain and Northern 
Ireland, presided at the annual reunion of Grenfell 
Volunteers held recently in London. The speaker was Dr. 
Charles S. Curtis, C.B.E., Superintendent on the Coast, an 
American who joined the Mission 40 years ago. Discussing 
The Changing Face of the Grenfell Mission, Dr. Curtis 
recalled the work of the early pioneers, some of whom he was 
glad to see were present. Illustrating his talks with slides, 
he went on to give a fascinating description of the coming of 
prosperity to Newfoundland, after years of bankruptcy and 
poverty, as a result of the joint defence programme of the 
British Commonwealth and the United States of America. 
This had meant the building of new roads, docks, radar 
stations, air and naval bases, which in turn had been reflected 
in an extensive reconstruction of the Mission itself. The 
government was willing to help with finance but had no wish 
to take over responsibility for the work of the Mission, which 
it recognized as contributing much of value to the life of the 
community. The Mission’s problem, therefore, was no longer 
one of finance, but of staffing, and Dr. Curtis spoke warmly 
in praise of the work of the British nurses there, saying that 


ik Rt. Hon. Lord Grenfell, T.D., hon. treasurer of the 


without their help it would have to close its doors. It was 


announced during the meeting that Miss Betty Seabrook, 
secretary of the Association (which has its headquarters at 
66, Victoria Street, London, S.W.1) is to visit Labrador this 
summer. 

An audience of about 200 included people of all ages, with 
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to take a voyage to England. She would not listen. He 
work at the front had but just begun, and she was resolveg 
to return to it after the shortest possible delay. The voyage 
to the Bosphorus was the longest that she could be induced 
to take. When the ship reached Scutari, all the high officials 
were present to meet it. One of the large barges, used to 
remove the sick and wounded, was brought alongside, and 
Miss Nightingale, in a state of extreme weakness and 
exhaustion, was lowered into it. At the pier soldiers were 
in readiness, who carried her on a stretcher to the chaplain’s 
house, followed by a large and sympathetic crowd. “] 
do not remember anything during the campaign’’, wrote 
the good-hearted Soyer, “‘so gratifying to the feelings as 
that simple though grand procession.’”” ‘‘ There was no 
sadder sight ’’, said a soldier, “‘ than to see that dear lady 
carried up from the pier on a stretcher just like we men, 
and perhaps by some of the fellows she nursed herself,” 
It was the same when she was presently moved from Scutari 
to Therapia, where the Ambassador had placed his summer 
residence at her disposal. She was carried to the shore ina 
litter by four guardsmen, but, though it was only five minutes’ 
walk, there were two relays, and her baggage was divided 
among twelve soldiers, though two could easily have carried 
the whole, so great was the desire of the men to share in 
the honour of helping the Lady-in-Chief. 

Her recovery was gradual, and her weakness great. She 
was unable to feed herself or speak above a whisper. The 
extreme exhaustion was more from the previous overstrain 
on mind and body than from the fever, the doctors said, and 
they recommended complete change and rest. Mr. Sidney 
Herbert wrote imploring her to come home for two months, 
but she would not hear of any return to England. The 
feeling of the soldiers for her touched her so deeply that she 
could not bear, she said, to leave them. Gradually she 
recovered strength. In July her business letters were 
resumed. In August she was in the full rush of work again. 
The doctors and her friends still besought her to take rest. 
But her indomitable spirit would listen to no counsels of 
retreat. The end of the war was not yet in sight. Even 
Sebastopol had not yet fallen. So long as there remained 
sick and wounded to be cared for, she was resolved to remain 
also. To return would have seemed to her an act of military 
desertion. She remained till the end of the war came, and 
till the last transport had sailed. 

(to be continued) 


Grenfell Volunteers 


a good preponderence of youth; among them were several 
Queen’s nurses who are back at work in this country after 


serving for a time with the Mission, and other supporters who’ 


are hoping to make the trip out to Labrador this summer. 
Listening to Dr. Curtis’s quiet, unassuming chronicle of the 
Mission’s progress and to his appeal for young workers who 
will replace those no longer active there, one was made aware 
of the strength and the vision which have combined to carry 
on the work founded by Wilfred Grenfell. 

The beautiful coloured slides emphasized vividly the 
contrasts of life and the scope for adventure in a land where 
dog teams sit patiently harnessed on a snow-covered airstrip 
waiting to take over delivery of the mail that has just arrived 
by plane and carry it on to the local villages. These dogs are 
used, too, for ambulance work to bring patients in from 
their homes in a comfortable box-sleigh, inside which they 
are warmly tucked up in a feather bed with quilts and hot 
water bottles, to a point where they can be taken on to 
hospital. Dr. Curtis recalled an occasion when, at the airport 
in Montreal, he had met one of the nurses from the Mission 
who had come 1,000 miles by air to bring an insane woman 
for hospital treatment. Another of his stories was of an 
enthusiastic pioneer who had introduced goats into one of the 
Labrador villages in order to supplement the very limited 
supply of milk. He spoke, too, in praise of the courageous 
work of the nurses alone on the coast who frequently had to 
meet emergencies as best they could without medical aid, 
since the nearest doctor might be several hundred miles away. 
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Dy. Elizabeth Cameron, President of the Scarborough 
Broach of the Royal College of Nursing, introducing 
the Mayor of Scarborough, Councillor Dr. N. Walsh, 
‘P., at the tea-party arranged by members of the 
h during the Congress of THE ROYAL 
SANITARY INSTITUTE. Seated, left to right: 
Mr. Rankin, Councillor Mrs. E. M. Rankin, ].P., 
L.C.C., the Mayoress of Scarborough, Mrs. N. Walsh, 
the Mayor of Scarborough, Miss F. N. Udell, O.B.E., 
Miss M. B. Graham, O.B.E., vice-president of the 
Scarborough Branch of the Royul College of Nursing. 


Health Visitors 
Conference 
at Scarborough 


\ HERE was an almost record high attendance of 
some 2,300 delegates at this year’s Health Congress 
of the Royal Sanitary Institute which took place 
in Scarborough from April 27-30, with an impressive 

list of visitors from 34 countries outside the United Kingdom, 

including the U.S.S.R. and Roumania. The Rt. Hon. the 

Earl of Feversham, D.S.O., D.L., delivered an outstanding 

presidential address at the inaugural meeting on Tuesday 

afternoon, April 28; he also spoke the final words at the 

Congress dinner, held at the Grand Hotel on Friday evening, 

April 30, when he bade the returning delegates go on 

with the work they had set themselves “‘ infused, encouraged 

and determined ”’ after what had been a beneficial and 
profitable week. 

At the Health Visitors Conference at the Congress, 
Miss F. N. Udell was the President (her address is summarized 
on page 519). In the symposium on Health Visiting: the 
Spearhead of the Social Services Miss A. A. Graham, superin- 
tendent health visitor, Northumberland County Council, 
speaking to her paper, referred to the importance of the health 
visitors service in normal homes, which constituted some 
80 per cent. of the total in this country and in which much 
preventive psychiatric work was done. Miss Graham 
stressed the need for fuller integration within the health 
team. Miss K. M. Evans, health visitor, London County 
Council, in speaking to her paper on The Value of Health 
Visitors Records, stressed the need for economy in using the 
trained worker’s time for this purpose, and for careful plan- 
ning, concluding with a strong plea for the retention of the 
health visitor as the key worker in the family. Dr. Mary 
Esslemont argued the necessity, in this age of specialization, 
for someone to see both the family and the individual as a 
whole; for this she felt the general practitioner and the health 
visitor to be in the best position. 

The discussion was opened by Miss Ruth White, super- 
intendent health visitor, Middlesbrough, whose wise and 
witty plea that the health visitor should be the recognized 
medical-social worker in the home was based on the fact 
that the health visitor is concerned with normality, whereas 
the general practitioner is concerned with disease and the 


social worker with social problems. Miss White spoke, 
too, of the need for more formal teaching of health education 
by health visitors, for which they should be given due time 
and proper educational equipment by, their local authorities. 
Her final point, which was well received, was with reference 
to old people ‘‘ not connected with any family "’; by seeking 
them out the health visitor could give them a sense of security 
and help to prevent them from sad deterioration into a 
difficult second childhood. 

The medical officers of health for Accrington, Anglesey, 
Brighton, Smethwick, and the deputy medical officer of 
health for Battersea took part in the discussion that followed, 
as did Dr. Mochtar, director, Division of Hygiene Organiza- 
tion, Indonesia, whose remarks were greeted with general 
applause. Dr. Mochtar expressed pleasure at being invited 
to attend the Congress, this being his first visit to this 
country; he went on to say that Indonesia’s health service 
was based on the same principles that were under discussion 
here, with emphasis on health education. 

Others who spoke during a lively and well-timed discus- 
sion were Miss F. E. Lillywhite, Miss M. K. Knight, Miss 
Trillwood, Mrs. Freda Grimble (National Society of Children’s 
Nurseries), Miss E. A. Coles, J.P., Dr. C. Naish, Councillor 
Mrs. E. M. Rankin, J.P., Miss Gould, superintendent health 
visitor, Lancashire County Council, and Miss M. M. Durrant, 
S.R.N., M.R.S.I., who urged that in future more local 
authorities should send health visitors as appointed delegates 
to the Congress. 

This year’s Congress included for the first time sessions 
on health education and on mental health, both of which 
were well attended. At the former, Dr. W. Emrys Davies, 
Education Officer, Central Council for Health Education, 
gave a brilliant exposition of health education methods 
and techniques. These were further elaborated throughout 
the week at demonstrations of visual aids and displays 
depicting the Council’s services available to local authorities. 

Following the presidential address by Dr. I. G. Davies, 
Professor of Public Health, University of Leeds, and medical 
officer of health for Leeds, three papers on Problems of 


. Prevention in the Mental Health Field were presented by 


Dr. J. A. Fraser, county medical officer, North 
Riding of Yorkshire; Dr. T. Ferguson Rodger, 
Professor of Psychological Medicine, University of 
Glasgow, whose topic was The Relationship between 
Social Change and the Prevalence of Mental Iliness; 
and Dr. J. A. Hadfield, Lecturer in Psycho- 
pathology and Mental Health, University of 
London, whose paper on The Prevention of Psycho- 
Neuroses and Behaviour Disorders was read by 
Dr. J. W. Starkey, medical officer of health, 
Kingston-upon-Thames. 


Miss F. N. Udell, O.B.E., thanking the members of 

the Scarborough Branch for their hospitality during the 

tea party arranged by the Branch ut the Olympia Café 

when the congress of the Royal Sanitary Institute met 
recently in Scarborough. 
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Spearhead of The Social Services 


Abstracts of the three papers in the symposium 
at the Health Visitors Conference, Scarborough 


FIRST PAPER by MISS A. A. GRAHAM, S.R.N., S.C.M., 
Superintendent Health Visitor, Northumberland County 
Council. 


ERE is an undoubted need to study the role of the 

health visitor in the welfare state in the light of the 

report on a study of the work of public health nurses under- 
taken by the Nuffield Provincial Hospitals Trust. 

This report has brought to light the immense diversity 
of case loads and work assigned to health visitors in different 
parts of the country. How much of the work on which she 
has built her reputation needs to be continued, how much 
of the work which has previously been allocated to her, which 
indeed should never have been hers, can be taken over by 
other workers, how, in fact, she can best use her training and 
experience for the benefit of the community as a whole, is a 
problem which is occupying the attention of all leaders of the 
profession. 

The health visitor’s work during the past years as the 
visitor to all homes where there are young children has 
established her in a unique position in contrast to other social 
workers who are concerned with special or problem cases. 
She is the visitor and adviser in the normal home. It seems 
obvious, if truly preventive work is to continue, that some 
contact with normal families is essential; it is because of 
her contact with the family from, at the latest, the birth 
of the first child, that the health visitor is able to detect 
any deviation from normality before real problems develop. 

It may be considered that health visitors have failed 
in their task of prevention as so many other specialist 
workers are now engaged in dealing with family problems, 
but, because of its nature, preventive work must usually 
remain in the background and the extent of its success 
cannot be measured by its obvious failures. 

The health visitor herself must be aware of her respon- 
sibility in maintaining contact with the families in her 
area, and having accepted this responsibility, selective 
visiting can be undertaken according to the needs of the 
families. The actual periodicity of visits to any particular 
family should then be left to the health visitor in the field, 
the need depending as it does on the mother’s intelligence 
and capacity, her ability to recognize any deviation from 
normal, either in physical health or behaviour, and her 
willingness to seek help in these or any social problems. 

A branch of the work which has lately increased is in 
the prevention of tuberculosis and, as the family visitor, the 
health visitor must play an important part. The tuberculin 
testing of large groups of children, and the follow-up of 
reactors, has shown that there is need for much more educa- 
tion of the general public in this subject. 

Health visitors in their work for mothers and babies 
have undoubtedly in the past given advice to other members 
of the family, but the habit of considering the family as a 
whole, the implications of all social and environmental factors 
in relation to the health and well-being of all its members, 
needs to be cultivated. 

The development of her role as family welfare worker 
depends on three things. Firstly, the initiative of the health 
visitor herself. No longer can her work be confined to the 
records in her files, much will not be notified to her, but will 
relate to the needs of families whom she herself has discovered. 
Secondly, she must be recognized by the families themselves 
as the person to whom they will most naturally turn for 
advice. Thirdly, recognition by the family doctor of the 
health visitor as the family welfare worker will be the most 
important step towards her establishment in this role. 

Professor Fraser Brockington, writing in The Almoner 
in 1949, stated: 

‘The 1946 Act turned the health visitor into the social 


worker to the whole family and the whole community with 
a stroke of the pen. This charter of social medicine, ag jt 
will increasingly become recognized to be, must use the 
health visitor as a member of a team helping the genera] 
practitioner to make home care possible. She wil! become 
his right-hand to teach and guide—what he himself has no 
time to 

One feels that the need for a medico-social worker, 
working in co-operation with the general practitioner, 
expressed by Miss M. Hellier, M.B. Ch.B., at the Royal 
Sanitary Institute Congress in 1953, will ‘be experienced 
at some time by many, if not all, general practitioners, 
It is surprising that more do not recognize that the health 
visitor with her background of nursing training, her contact 
with families and her knowledge of the social services, 
would be the ideal person to act in this capacity. 

In the past, because of her adaptability, all kinds of 
work have been allocated to the health visitor, without due 
consideration of whether or not it required her special 
skill. Have we really got down to the consideration of how 
much health visitor’s time could be saved if all duties which 
could be undertaken successfully by other workers were 
taken from her? The potential source of suitable part-time 
workers who are available to relieve the health visitor in 
this connection has been evidenced in Northumberland and 
elsewhere. 

There is also the question of time spent in travelling 
and the need for the provision of more cars, even in those 
semi-urban areas previously not considered as requiring this 
particular form of transport. The extension of the work may 
make it necessary for the health visitor, for example, to 
visit the north of her district to apply or read a tuberculin 
test, the south to visit a premature baby just discharged 
from hospital and the east to deal with an urgent family 
problem, in one visiting session, which makes previous 
planning in a circumscribed area much more difficult. We 
have, in Northumberland, provided a car in some of the 
larger urban districts to be shared by a group of health 
visitors, so that each may have an opportunity of using it 
for their most urgent and outlying work.. The practice in 
boroughs or large urban areas of health visitors working 
from one central office may result in a great deal of time 
spent in travelling from the office to the area of work. 
The possibility of decentralizing office headquarters may 


-well be considered with advantage in many cases. 


Undoubtedly, the nature of the health visitor’s work 
demands a great deal of record-keeping and writing of 
reports. Many attempts have n made to standardize 
health visitors’ record cards, and it is unfortunate that, up 
to the present time, a standardized record has not 
materialized. Such a record, which could be passed on and 
used by another authority, would provide a continuous 
picture of family progress and environmental background 
and would prevent duplication of inquiries into previous 
history. One wonders if the lack of a family card, which 
makes it necessary to record information on family problems 
on the infant record card, is responsible for this apparent 
preponderance of infant visiting. 


Problems of Overlapping 


The number of workers engaged in the public health and 
social services inevitably brings to mind the problem of 
overlapping. The actual degree of overlapping does, of 


course, vary in different areas. Excessive specialization in 
the public health field may result in three workers (who may 
each possess the health visitor's certificate) visiting a home 
in connection with maternity and child welfare, school 
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health and tuberculosis services. It would seem that it is 
in these circumstances that overlapping is most evident. 

The advantages of the combination of health visitor 
and school nurse cannot be overestimated. It is unfortunate 
that the many routine duties connected with school nursing, 
which admittedly do not require a nurse with a health 
yisitor’s certificate for their successful execution, should 
cloud our vision of the most important aspect of the health 
yisitor/school nurse function—that is, the link between the 
school and the home to which she is already an established 
yisitor. ‘ihe health visitor should be an active and essential 
member of the school team, acting as adviser to both teachers 
and parents on the maintenance of the health and well-being 
of the children, and assisting the school medical officer 
by her knowledge of environmental conditions which affect 
the children’s health and ability to benefit from their 
education. 

Overlapping of the public health and social services is 
amore complex problem. Realization that some overlapping 
did exist resulted in the joint recommendation of the Home 
Office and Ministries of Health and Education that a 
co-ordinating officer be appointed in connection with 
children neglected or ill-treated in their own homes. One 
feels that this was a step in the right direction, but un- 
doubtedly some time and experience will be needed to make 
efforts at co-ordination effective. I know of one instance 
recently where the co-ordinating officer had called a meeting 
of all statutory and voluntary workers in an area to discuss 
certain problem families. On receipt of the notice, five 
workers had separately visited the homes concerned in the 
few days prior to the meeting in a determined effort to be 
the one with the most up-to-date information. The health 
visitor was the only worker who had been in constant touch 
with the families. 

It seems fitting at this point to look at some of the 
conclusions drawn from an investigation carried out in the 
counties of Northumberland, Durham and Oxfordshire on 
behalf of the National Council of Family Casework Agencies 
for the Carnegie United Kingdom Trust in 1950-51. The 
editor states: 

“It is interesting that neither of the surveys found 
serious evidence of overlapping. Both inquiries, however, 
suggested the advantage that might come from a ‘ general 
practitioner’ in case-work whose business it would be to 
look at all the needs of a family and to bring together the 
various workers who might be concerned with one or other 
of these needs so that they might act in unison and with 
fuller knowledge.”’ 

It is a source of wonderment to health visitors themselves 
that they have not been more universally considered as the 
key workers in the social field. A health visitor who has 
been established in an area for 10 or more years knows the 
young parents from their school days and has a wealth of 
family case histories in her files (and much more in her 
head not committed to paper), which are invaluable in 
understanding domestic problems and family relationships. 
As I have stated, I would not suggest that she could herself 
deal with all the problems presented by some families—many 
problems need specialist skill and treatment, and there is 
ample scope for specialist workers. But how often do we 
find that a specialist social worker does not even contact 
the health visitor before visiting a family and all the knowledge 
of background history, which has already been ascertained 
by friendly contact over possibly a number of years, is not 
passed on. The time has surely come when we must forget 
our professional jealousies and get down to considering the 
best means of integrating the public health and social 
services in order to obtain the best results for the family 
with least expense to the community. 

Some improvement has been effected in the health 
visitor’s training since 1948, but there is need to change the 
whole bias of the present training. There is reason to hope 
that, in the not too distant fugure, experimental schemes of 
integrated general nursing health visitor training will 
be considered for appréWal by the various training bodies 
concerned. With the integrated training at present 
envisaged, a health visitor may be qualified at the age of 
22 years. For one so young to undertake responsibility as 
@ spearhead social worker, she will require some in-service 


training and more help from experienced administrative 
staff than may be necessary in more mature workers. 

Careful selection of the type of worker fitted to be a 
key worker in the social service is essential when the work 
itself demands such a high degree of initiative and personality 
in the worker. Finally, to help us to maintain a balanced 
outlook, let me quote from a Report on the National Conference 
on Family Life (U.S.A.): 

‘‘ As we go out into whatever our specialities are, let us 
try to see what is going on, because, after all, 80 per cent. 
of our families are doing pretty well, either with us, without 
us, In spite of us, or because of us.”’ 


SECOND PAPER by MISS K. M. EVANS, R:S.C.N., 
S.R.N., S.C.M., Health Visitor, London County Council. 


HE information which the health visitor gains must be 

recorded in such a way that it can be collected, studied 
and used for formation of future policy and the ultimate 
good of the families she serves. 

The health visitor’s records serve a dual purpose. In 
the first place they are the day-to-day recordings af hier own 
activities, records of the visits she makes, the conditions 
she finds and the advice she gives. It is possible that such 
records may be of value also to other social agencies, but 
they are too individual, concerned as they are not only with 
particular families but with the relationship of a particular 
health visitor with these families, to provide material for 
wider use. 

The second purpose of the health visitor’s records is to 
provide evidence of the effectiveness of her part in the public 
health service, to provide the administrators with the facts 
on which to base the staffing of different areas and the 
modification or expansion of services offered and to provide 
indications of changes in public demand. It is the statisticians 
who convert the raw material provided by the records into 
the data capable of being interpreted by the initiated 
and eventually, when sufficient data are available on a 
particular point, of influencing changes in administrative 
policy. 

As background knowledge, the health visitor needs 
to know the population of her area, the age composition, and 
something of the social and economic characteristics, housing 
facilities, recreational facilities and the principal industries. 
The number of children of pre-school age, the number of 
school children and the number of births per year are 
available to the health visitor from her own records; the 
number of mothers attending welfare centre sessions is 
available from records—this figure related to the number of 
pre-school children gives the number of mothers who should 
be more frequently visited in their own homes; the number 
of potential problem families, who need constant and close 
supervision should be known to the health visitor. The 
health visitor should know the number of old persons who 
need help in providing for their own needs. The health 
visitor is dependent for this knowledge on information 
obtained from medical practitioners, hospital almoners, 
National Assistance Board officers and neighbours. 

The health visitor should have a clear idea of the 
amount of time she spends in various activities, clerical, 
teaching, visiting and attendance at clinic sessions. In 
this connection it is significant that the increased scope of 
the work has led to the need for more and more time to be 
spent on clerical and other office work. 

With this information the health visitor can select her 
visiting in such a way that the urgent needs of the area 
are served. She should be able to assess in some measure 
the success of her visiting programme. 

As a routine procedure it is impossible for the health 
visitor to gain satisfactory information on the reasons which 
bring mothers to the welfare centre. The studies carried out 
in Birmingham and Coseley reveal a disappointingly low 
proportion using the centres as the advisory services they 
should be. The results of such surveys bring home to 
health visitors the need to study the special requirements of 
their own areas to find the evidence which will help in the 
adjustment of the service to meet these requirements. 

Maternity and child welfare records provide a store of 
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Prize Essay Competitions 
ROYAL SANITARY INSTITUTE 


A number of prize essay competitions are announced 
by the Royal Sanitary Institute. Among them is a 
prize of {21 to be awarded for the best essay on 
Suggestions for the Training of Health Visitors 
to Meet the Present-Day Conception of the Health 
Visitors’ Work— 

—health visitors are invited to discuss the advantages 
and disadvantages to a health department of an 
all-purpose nurse. 

The closing date is December 31, 1954. Full particulars 
can be had from the Secretary, the Royal Sanitary 
Institute, 90, Buckingham Palace Road, London, S.W.1. 


information concerning a large section of the community 
which, if properly utilized, can be invaluable as a means of 
research into causation and a guide to preventive measures 
for the fyture. 

The record designed for use in the City of Birmingham, 
where a mechanized record system has been organized, is 
returned to the statistical office at some time between three 
weeks and two months after birth, at one year and at five 
years. The information is coded, cards punched and the 
record returned to the health visitor. By this system a full 
medical and social history is recorded for all children under 
the age of five years born in the city and the material is 
readily available for a variety of medico-social inquiries. 
As can be imagined, a record designed to serve so well the 
needs of the statistician has its disadvantages from the 
point of view of practical health visiting. 

In general, the better designed the records are from the 
statistical point of view the more difficult they are for the 
health visitor to complete accurately. The statistician 
requires facts. The health visitor also requires facts, but 
what is of much greater importance to her is the establishment 
of a satisfactory relationship with the family in the home. 
The health visitor is the guest in the home and by placing 
upon her the onus of collecting a large amount of factual 
information the statistician is endangering this status and 
impeding the purpose of the home visits. 

Other channels of information do exist. At antenatal 
clinics and at welfare centres mothers expect to be asked for 
a certain amount of personal information and give this 
readily. It is not difficult to provide accurate information 
about these families, particularly if relevant facts are passed 
to the health visitor from the maternity hospitals. Another 
source of accurate information is the application forms for 
local authority services such as day nursery accommodation 
or a home help. 

There are always certain families in the health visitor’s 
area where her help and advice are desperately needed but 
where that need is not recognized. These are the families 
who do not use the centres or other local authority services, 
and who would be particularly resentful of any form of 
inquiry. 

The record which contains statistically valuable informa- 
tion contains also the health visitor’s own comments, 
invaluable to her in gaining the confidence of the family. 
It may constitute a hindrance to her work to be required 
to send this record to the statistical office for transcription, 
however infrequently this is done and however quickly it is 
returned. Nevertheless, as far as social information is 
concerned, obtainable from the health visitor’s record alone, 
there are only two alternatives: parting temporarily with the 
record or using a transcription sheet, which involves 
duplicating the required details. 

The health visitor is not a trained investigator but her 
use as a field worker in many recent investigations has 
proved that her special knowledge of her own area more 
than outweighs a possible lack of objectivity. 

Apart from ad hoc inquiries the ‘health visitor is able 
to supply from her own records material for quick random 
samples. In 1950 the London County Council made a 
survey of family accommodation to assist the architect in 
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the preparation of the development plan. This was mage 
at no expense and with very little trouble by analysing the 
accommodation of families from one in twenty of the health 
visitor’s records. No health visitor had more than a maximum 
of 50 records to consult and no visiting was necessary as the 
information was available from the record. In view of the 
present housing situation an investigation into the way in 
which accommodation is used might prove profitable, 

The health visitor is the recipient of a variety of 
confidential information, some of which must be recorded 
When visiting at a time of particular stress, the health visitor 
may find herself receiving confidences which she knows 
would normally be withheld. In this way and in the normal] 
course of her work she collects over a period of years a mags 
of information concerning the families she visits, some 
recorded and some unrecorded. How far can this information 
be safeguarded and how far is it permissible for the health 
visitor to pass on relevant information to other social workers? 

The answer to the first query lies in a clear distinction 
between what is relevant to the well-being of the family 
and what is irrelevant. Relevant information is that which 
at any time may help the health visitor to understand and 
gauge the degree of particular problems, and to find a 
solution. Most factual information comes into this category 
and any information which may help to clarify personal 
relationships and the attitudes held within the family group. 
This information is recorded, all other information should be 
safeguarded by silence. 

The second query is much more complex. Fortunately 
social workers are now ready to make use of the information 
the health visitor has already collected. Her criterion 
should be the ultimate good of the families she serves. If 
this is satisfied, it is better for information to be provided 
by the health visitor than that the family should be subjected 
to further interrogation. 

The health visitor’s records provide the material ‘from 
which can be made an assessment of progress and a plan 
for the future—the spearhead preparing for advance. 


THIRD PAPER by MISS MARY ESSLEMONT, .A., 
M.B., Ch.B., B.Sc., D.P.H. 


~ our health service in Britain today two people are 
allocated to every home—the health visitor and the general 
practitioner. Is it too much to say that as only these two 
people go into every home, they are the key people in the 
service ? And if that is so, how important it is that they 
should work in complete harmony and mutual trust and 
respect. 

Let us look first at the position of the general practitioner 
before the introduction of the health service and as it is 
today. Before the service, the great majority of doctors 


had mixed practices composed of so-called ‘ panel ’ patients’ 


and private patients. The latter group included the 
dependants of the insured patient, and in times of adversity 
and economic stringency, many of them felt they could not 
afford a doctor, and in reality only sent for him in cases of 
serious illness. Free treatment and advice could often be 
obtained at hospital outpatient departments, charitable 


dispensaries, child welfare clinics, school clinics and the like, | 


which were freely used. 

With the introduction of the health service every patient 
taking advantage of the scheme can have the services of 4 
general practitioner of his choice, whom he can consult 
not only in cases of serious illness, but also for all the minor 
ailments from which he may suffer, and this without the 
fear of running up a bill he cannot afford to pay. This of 
course was one of the objects of the scheme, and our health 
propaganda has always stressed the importance of treating 
minor ailments so that they do not develop into anything 
more serious. But we must recognize that this has increased 
the work of the general practitioner very considerably and 
accounts for the large attendances at doctors’ surgeries. 
In this connection, does our health propaganda require some 
critical study ? Are we making the population too sickness- 
conscious, and undermining self-reliance in small matters 
of health ? 

The average genera] practitioner has not the necessary 
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time to give systematic health education to his patients. 
He must be willing to recognize this and not pretend it can 
be otherwise as general practice is today. Moreover, in the 
training of the general practitioner in the past the emphasis 
has been on the study of disease and its treatment. The 

practitioner can, and does, give helpful advice in health 
matters when treating the sick. But this is not enough. 
Health education is as important, if not more so, when 
people are well as when they are sick. The health visitor 
ig the person specially trained for this work, and her work in 
the home should be complementary to that of the doctor and 
in no way antagonistic. How, then, can we explain the bad 
feeling that exists in many quarters between health visitor 
and general practitioner ? 

If the health visitors and practitioners are to be 
encouraged to try to get to know one another better and to 
be allowed to have direct contagt with one another regarding 
individuals or families in their care, this must be arranged 
with the goodwill of the medical officer of health. In num>+rous 
parts of the country this has already been achieved and in a 
variety of ways, but always with the happiest results. In 
small towns it has been possible to experiment in the alloca- 
tion of a health visitor to a general practitioner or general 
practitioner group. In larger towns, however, practices are 
scattered and health visitors usually work in districts, so 
that the allocation of a health visitor to any one doctor or 

up of doctors does not seem a practical possibility. Here 
the best solution would seem to be to ensure that the health 
visitor and doctor work together on any particular case. 

The manpower situation in this country, more particu- 
larly the real shortage of women-power, makes it essential 
that we should use all our workers in the health service to 
the best possible advantage and that there should be no 
overlapping. From the days of its inception, the school 
medical service has done most valuable work in bringing 
to light defects and diseases which otherwise would have 
been missed at an early stage. With the introduction of the 
health service the majority of the school clinics have become 
redundant. The same is true of treatment formerly under- 
taken at some of our welfare centres. 

The introduction of our health service has greatly 
increased the scope of the work, and, consequently, the 
importance of the health visitor. She is now interested in the 
health not only of mothers and babies, but of the whole 
family, and especially in the care of the aged and handicapped. 
She has expert knowledge of all the social services available 
through the local authority, or through voluntary agencies. 
To my mind by far the most important work of the health 
visitor is in the home. With the growth of clinics over the 
years, home visiting seems to have declined. This is a 
retrograde step and should be reversed. In the home, the 


health visitor is indeed the spearhead of the social services. 


All notifications of birth are known to the local health 
authority and the health visitor may call to see the mother 
and baby at any time according to the local health scheme. 
If, however, a doctor is still in attendance on the case, she 
should not proffer advice on medical matters, unless, and 
until, she knows the advice which the doctor has already 
given, or is likely to give. If the general practitioner has 
time to see the mother and child at regular intervals during 
the first year of the child’s life, and the health visitor has 
time for regular home visits, there is no special need for 
attendance at a welfare centre except for the education of 
the mother. At the present time, however, a great many 
practitioners have not the time for this routine work, nor 
have we enough health visitors to cover all the home visiting. 
So for some time at least, welfare centres, as run by the local 
authority at present, must continue. The routine inspection 
of children brings to light abnormalities which might 

It is, however, chiefly in the homes of the people that 
the doctor and the health visitor must learn to work together. 
If a doctor gives some specific advice 4s to treatment or 
feeding, then the health visitor can be most helpful in seeing 
that the advice is carried out—provided always that she 
knows’ what advice has been given. If she disagrees very 
strongly with the advice, she should discuss this with the 


doctor, not the patient. The health visitor is in a position 


to know all the ancillary help that is available. If a doctor 
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wants help in the hundred and one environmental problems 
which he meets daily in his visits to patients, how marvellous 
it. would be simply to ring up the health department, ask 
to speak to the health visitor who is interested in the case, 
tell of the difficulties and ask her help. This might well 
place an impossible burden on the health visitor, who is 
already as busy as she can possibly be, but it might also 
prevent much of the overlapping and consequent waste 
of energy which occurs at present. And it would certainly 
create a closer liaison between health visitor and doctor. 


‘GOOD GENERAL PRACTICE’ 


Comments from the District Nursing Viewpoint 


[mes study* of 30 practices run by 94 doctors makes a 
most interesting and readable report and shows a vivid 
picture of general practice today. Unlike most surveys, 
it is a human document produced under the guidance of the 
eminent members of the steering committee of ‘ wise and 
critical minds’ all concerned in various aspects of general 
practice, and intent on finding out as much as possible about 
good general practice. | 

Although mainly the concern of general practitioners, 
this survey should have significance for many people, 
covering as it does the social factors in disease, both as to 
cause and effect. The section on squalor, dirt and smells in 
the home, and the observation that over-cleanliness can be as 
much a social disaster as gross dirtiness, is an example of how 
descriptive this study is in giving a true picture of the work 
of the general practitioner, and how understanding the author 
is of the problems he meets as a social observer. 

District nurses well know these problems and this survey 
talks in generous terms of their work as “ outstandingly 
important colleagues of the general practitioner’’ and of 
their good relations as health workers. Because of the saving 
of hospital beds which a district nursing service can effect, 
and because of the increased use which it is suggested general 
practitioners might make of the district nurse in the future, 
the report suggests that the numbers of district nurses in the 
more populated areas should be doubled, aiming at one to 
4,000 population. 

It is suggested in this report that in the future district 
nurses could work more closely with the general practitioners, 
helping in group practice centres, health centres and possibly 
at surgeries. Although this is already happening in a few 
cases, it may well be worth while experimenting with such 
arrangements to decide whether or not they are to be 
advocated generally. It may be necessary to safeguard the 
district nursing service so that the nurse can balance her work 
fairly to meet the needs of those who need her most, giving 
priority to those unable to leave their homes. 

There are some controversial points which district nurses 
would like to discuss with their medical colleagues. For 
example, the suggestion that the district nurse rather than 
the general practitioner should give injections to children, so 
as ‘‘ to keep pain out of the doctor-child relationship ”’. 

It is possible that Queen’s nurses could pass on some 
suggestions for the sterilization of thermometers, instruments 
and syringes which might be valuable for the busy general 
practitioner, saving him time while safeguarding the patients. 
On the other hand, the suggestion in the report for sharpening 
hypodermic needles could well be passed on to district nurses. 

Some nursing colleagues have said that the survey 
suggests that the district nurse is too much the ‘hand- 
maiden’ of the doctor, but throughout the history of the 
district nursing services she has willingly worked under his 
direction in caring for his patients. 

The survey clearly indicates the good relationships 
between them and in what esteem each holds the other in 
domiciliary -practice. 

: E. J. Merry, General Superintendent, 
Queen’s Institute of District Nursing. 


* ‘ Good General Practice,’ by Dr. Stephen Taylor. (Oxford 
University Press, 12s. 6d.) [To be reviewed fully later.]} 
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West Norfolk and King’s Lynn General 
Hospital 
IR Stephen Green, Bt., J.P., was in the 
hair and Miss, P. Widger, O.B.E., R.R.C., 
Florence Nightingale Medal, presented the 
prizes and certificates. Miss Widger advised 
the nurses to widen their professional 
knowledge, to be loyal to the ethics of 


nursing, loyal to their hospital, loyal to the’ 


people who had been responsible for their 
training and loyal to themselves. 

Miss K. Allison, matron, in her report 
spoke of the improvements to the hospital 
now completed and said one of the chief 
concerns during the year had been the 
recruitment of student nurses. 

Prizewinners included Miss J. Love, gold 
medal; Miss A. Dwyer and Miss B. Sweeney, 
honours prizes. Certificates were presented. 


Harrow Hospital 

HE annual prizegiving was held on 

April 24 in the Speech Room of Harrow 
School. Sir Russell Brain, President of the 
Royal College of Physicians, gave the 
address, and Lady Brain distributed the 

prizes and certificates. 
‘ Four factors were of importance in 
Right: OLIVE MOUNT CHILD- 
REN’S HOSPITAL, Liverpool, recently 
held its first prizegiving for State-enrolled 
assistant nurses. Those present included 
Miss Mary Jones, O.B.E., A.R.R.C., M.A., 
who addressed the nurses; Alderman W. |. M. 
Clark; Mr. W. H. Barton, |].P., chairman, 
Liverpeol Region Children’s Hospital Man- 
agement Committee, who presented the prizes; 
Dr. W. E. Crosbie, medical superintendent, 
and Mr. H. R. Mason. Miss P. Brown 
won the first price for practical nursing, and 
Miss M. Gutteridge was awarded the second 
prize. Miss E. Hible, retiring after 26 years’ 
service, was presented with a gold watch from 
her colleagues by Miss W. Dutton, matron, 
and with a certificate of service. 


Left : 


nursing today, Sir Russell told the nurses: 
science, skill, art and organization. Pseudo- 
scientific half-knowledge was dangerous; 
and today a great deal more knowledge was 
needed than used to be necessary. The 
great test in nursing was that science should 
enable a nurse to treat her patient better. 
Skill was more than just expertness; it 
was the ability to apply knowledge to 
practical situations. A great deal could 
be learned from example, and that was 
where a good sister could teach so much. 
The art of nursing was the ability to 
harmonize science and skill and raise them 
to a higher level; and organization was 
extremely important, women being needed 
for so many other jobs besides nursing, 
and expenditure needing careful planning. 

Miss E. Martin, matron, reported that 
the group training school had just com- 
pleted three years; examination results 
had been very good, and she was glad to 
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Nursing School 


News 


Above: at HARROW HOSPITAL prizegiving—prizewinning 
nurses with, centre front, Miss E. Martin, matron; Mrs. Weej 
first prize for practical nursing; ; 
prizes, and Sir Russell Brain, President of the Royal College of 


Lady Brain, who presented the 


Physicians. 


Above left: Miss N. M. Edwards receiving her practical nursing 
prize from the Rt. Rev. C. Claxton, Bishop of Warrington, at 
WARRINGTON GENERAL HOSPITAL. 


a group of prizewinners at WEST NORFOLK AND 
KING'S LYNN HOSPITAL. 


report that all the nurses had passed the 
hospital's practical examinations. ‘Wastage’ 
was small, but recruitment was a problem. 
Miss Martin paid a tribute to Miss D. M. 
Dickinson, matron of Charing Cross Hos- 
pital, with which Harrow Hospital is 
associated. Miss Dickinson, who is shortly 
to retire, also spoke, expressing her appre- 
ciation of the happy way in which the two 
hospitals had co-operated. 

Mrs. B. Weet won the first prize for 
practical nursing, and Miss J. Stone won 
the prize for the best all-round nurse of 
the year. Other prizewinners included Miss 
B.Cayless, Miss M. Duffy, Miss E. Shearman, 
Miss M. Walsh and Miss I. Powell. 


GIFT TO RADCLIFFE INFIRMARY 


Lord Nuffield has given £15,000 for the 
installation of a new operating theatre at the 
Radcliffe Infirmary, Oxford. ° 
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STUDENT NURSES’ 
ASSOCIATION 


Election Meeting 


“HANY student nurses attended the 
lively meeting at the Royal Free 
Hospital on April 29 to hear the 
for election to the Central 
tative Council of the Student 
Nasses’ Association state their policies. 
Welcomed by Miss Elizabeth Hardman, 
matron, the student nurses enjoyed the 
refreshments and an opportunity to talk 
together before the meeting. 

The speakers enlarged upon their state- 
ments of policy (published in the Nursing 
Times, April 3), and all showed that they 
were much aware of the problem of mem- 
bership and determined to do their utmost 
to encourage a sense of professional respon- 
sibility in the student nurse. Some hospitals 
had achieved 100 per cent. membership of 
the Association, and Miss Collier described 
how they had done this at St. George’s 
Hospital. 

The speakers believed that there should 
be more inter-hospital activities, not only 
on the social and sporting side, but for 
lectures and discussion groups with a view 
to helping to maintain and improve the 
general standard of training. Much interest 


London Area 


was aroused by the suggestion that more 


visits by groups of student nurses should 
be made to other countries and arrange- 
ments made for return visits by foreign 
students to this country, and it seemed that 
many students would welcome opportunities 
to visit hospitals abroad in order to get 
to know their fellow students, as well as 
to broaden their own experience. 

A lively discussion took place on the 
merits and demerits of the shift system. 


-Miss Sidford from University College Hos- 


pital explained how the shift system worked 
there and one of the audience who had 
worked for a few months in a hospital in 
South America described how it was 
arranged in the Latin-American countries. 
It was suggested from the platform during 
the discussion that perhaps not enough 
consideration had been given to the patients’ 
reactions, and this provoked further com- 
ments from the audience. 

It was obvious that the students are 
intensely interested in other hospitals and 
love to talk to each other about their own. 
It was delightful to.feel their enthusiastic 
sense of loyalty towards their own training 


ANNUAL LEISURE TIME COMPETITION 
An Original Short Story or Poem 


FIRST PRIZE £10 10s. 
Organized by the Student Nurses’ 


SECOND PRIZE {5 5s. 


Association and the Nursing Times, 


Journal of the Royal College of Nursing. 
RULES 


work of the competitors. 
St. Martin’s Street, London, W.C.2. 


accepted. 


of the prizes offered. 


NAME (block 


ADDRESS 


eee eee eee eee eee eee eee 


Stories must not exceed 1,500 words. 
Competitors may submit more than one entry but will only be eligible for one 


This competition is open to members of the Student Nurses’ Association only. 
Prizes are offered for the two best original entries, which must be the unaided 


Entries must be sent to the Editor, Nursing Times, Macmillan and Co. Ltd., 


The closing date is July 1, 1954. Entries received after that date cannot be 


The Nursing Times reserves the right to reproduce any of the entries, in which 
case a fee will be paid to the competitor whose manuscript is so used. 

Each entry must be accompanied by the completed entry form below 

The judges’ decision must be accepted as final and legally binding. 


eee eee eee eee eee eee eee eee eee eee eee 


I hereby declare that I am a member of the Student Nurses’ Association, that my 
entry is my own original work, and I undertake to accept the rules and conditions. 


To the Editor, Nursing Times, Macmillan and Co., Ltd., St. Martin’s Street, W.C.2. 


At the London Area election meeting at the 


Royal Free Hospital Miss C. M. Collier 

~ her election address. Seated are Miss 

D. Sidford; Miss A. M. Godwin; Miss EF. 

Hardman, matron; Miss M. B. A. oe. 
and Miss S. G. Turney. 


schools, the underlying interest in the 
welfare of the patient, and the growing 
awareness of the responsibilities that they 
are being trained to undertake. 

The meeting was undoubtedly enjoyed 
by everybody, and the charming and 
sympathetic chairmanship of Miss Hard- 
man did a great deal towards encouraging 
the students to join in the discussion. _ It 
was most refreshing to be with the nurse 
of tomorrow and to know that the future 
of the profession is in the hands of women 
who are learning to take such a serious 
interest in their own affairs. M. N. C. 


FLORENCE NIGHTINGALE 
FUND. CONCERT 

At the Royal Albert Hall on Thursday, 
June 3, at 7.30 p.m., in the presence of 
H.R.H. the Princess Royal, the United 
Hospitals Festival Choir, with Ena Mitchell, 
Pauline Brockless, Alexander Young, Dame 
Myra Hess and the London Symphony 
Orchestra (conducted by Colin Ratcliffe) 
will give a concert in aid of the National 
Florence Nightingale Memorial Fund. 
Programme: Academic Festival Overture, 
Brahms; Piano Concerto in A Minor, 
Schumann; Symphony No. 2 and Hymn 
of Praise, Mendelssohn. 

Tickets, from 2s. 6d. to 12s. 6d., are 
obtainable from the Royal Albert Hall 
(KEN 8212) and usual agents, or by post 
only from G. J. Piller, 92, Shakespeare 
Road, Hanwell, W.7. Orders by post must 
be accompanied by remittance and stamped 
addressed envelope. 


SCOTTISH ADVISORY 
COMMITTEE 

The first meeting of the Scottish Advisory 
Committee of the Nuffield Provincial Hos- 
pitals Trust was held at St. Andrew’s 
House, Edinburgh, on April 28 under the 
chairmanship of Sir George H. Henderson, 
K.B.E., C.B. The function of the new 
committee is ‘to advise the Trust on 
applications for grants towards projects in 
which either the Trust or the Nuffield 
Foundation may be interested, and in 
general to advise on matters in which both 
bodies might be likely to be interested.’’ 

The members of the committee are: Sir 
George H. Henderson, K.B.E., C.B., chair- 
man, Dr. May D. Baird, Mr. P. Martin 
Brodie, F.R.C.S.E., Professor Thomas Fer- 
guson, C.B.E., M.D., D.Se., Professor Ian G. 
W. Hill, C.B.E., M.B., Professor C. F. W. 
Illingworth, C.B.E., F.R.C.S.E., Mr. John B, 
Mavor, Mr. Robert Moore, Mr. Douglas H. 
Ross, Mr. Charles S. Gumley, secretary. 
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National Association of State 
Enrolled Assistant Nurses 


ANNUAL MEETING 
AND 
CONFERENCE 


ence of the National Association of 

State Enrolled Assistant Nurses was 
held at Sheffield this year. On the previous 
evening a social was held, and over 100 
members present enjoyed a demonstration 
of Morris dancing. 

Results of elections for vacancies on the 
Council of the Association were announced 
at the annual meeting; there were 12 
nominations for five vacancies and the 
following were elected: Miss M. G. Butcher, 
of Buckhurst Hill; Mrs. M. G. Watts, 
Bristol; Mr. N. Galston, Liverpool; 
Mr. W. E. Pooley, Coventry; Miss A. Hill, 
North East London. The proposed amend- 
ments to the constitution were passed at 
the meeting. 

Two challenge cups were presented this 
year—the original cup for the branch or 
individual member obtaining the highest 
number of new members in the past 12 
months was won (for the second successive 
year) by Ryhope and District Branch, Co. 
Durham. An additional cup was presented 
for a similar contest open to branches of 
one or more years standing; this was won 
by the Liverpool and Merseyside Branch. 

It was announced that Miss M. G. Butcher 
had been appointed by the Minister as the 
State-enrolled assistant nurse to serve on the 
Standing Nursing Advisory Committee of 
the Central Health Services Council. 

The Archdeacon of Sheffield, the Ven. 
D. E. W. Harrison, gave the opening 
address at the conference on the theme 
of Vocation, while lectures on several 
interesting subjects followed. 


ence of the Natinnal 


R. Barnett Janner (Leicester, North- 

M Wess raised the question of the staff- 
ing of mental hospitals on May 3. He 

said that the Towers Hospital in Leicester 
provided a striking example of the serious- 
ness of the situation. Last December, for 
the first time in its history, it had to 
restrict the number of patients admitted. 
The hospital accommodated more than 
' 1,100 patients and it faced the most severe 
crisis in its history. The normal establish- 
ment on the female side was 100 nurses for 
about 700 patients, but in December the 
total number of nursing staff available was 
45, with the addition of part-time nurses 
equivalent to 16 full-time staff. Of this 
number, only 22 held a nursing qualifica- 
tion, and the figure included a matron, a 
deputy-matron and three assistant matrons. 
The Minister should direct his attention 
to improving the scheme provided for 
student nurses. Many who had been suit- 
able for this work and had started training 
had been unable to continue because of the 
smallness of the pay and allowances, and 
the scale of payment should be substantially 
increased. It would also probably help 
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Above: the Ven. D. E. W. Harrison, Archdeacon of Sheffield, speaking to delegates. Seated 
centre is Miss M. G. Butcher, chairman; on the Archdeacon’s right is Dr. K. Milne, and 
behind him, left to right, are Mr. P. Bovill, chairman, No. 1 Hospital Management 
Committee, Sheffield; Miss K. Abbott, matron, Fir Vale Infirmary; Mr. W. Stansfield, 
secretary and principal administrative officer of the group management committee, and 
Miss P. R. A. Penn, general secretary, N.A.S.E.A.N. 
Below: the Archdeacon talks with senior nursing and administrative staff at the opening 
of the conference. 


MENTAL NURSING 


if there were some relaxation in the stron8& 
discipline of the past to make the general 
life of the nurse more consistent with the 
freedom enjoyed by people in other occupa- 
tions. Encouragement might be given to 
girls in the higher forms inspiring them with 
a desire to participate in this work. Would 
it not be possible for the Minister to induce 
the General Nursing Council to regard 
psychiatric nursing as being as valuable 
to the healing of the sick as the nursing of 
physical illness? What was required was 
a change of approach to nurses’ training by 
the General Nursing Council. Why should 
not this form of nursing be recognized bv 
being included in the general training of 
nurses ? 

Miss Pat Hornsby-Smith, Parliamentary 
Secretary, Ministry of Health, said that she 
had been deliberately evasive about the 
rates of pay for the mental health side in 
the three previous debates because Whitley 
Council negotiations were pending and the 
question went to arbitration. Improve- 
ments had been recommended in the 
arbitration award, although the decision of 
the Whitley Council on them had not yet 


been announced. 

The recommendations of the award were, 
first, that the basic rates remained un- 
changed. Although they would remain 
unchanged the student mental nurse would 
receive an increase of £40 in total in the 
proficiency allowances payable on passing 
her preliminary and final examinations. 
This means that by the time she reached the 
end of her training she would have received 
£175 more in pay and allowances than the 
general student nurse, or the equivalent of 
nearly {60 a year, which was not an 
unreasonable differential between the 
general and the mental side. This im- 
proved differential, if accepted by the 
Whitley Council, would encourage students 
to enter the mental tield and, what was 
more important, encourage them to go on 
and complete their training to become 
fully-qualified nurses. 

Increases in dependants’ allowances and 
in allowances to married men were also 
recommended, and the new rates would 
increase the ‘mental lead’, which was 
the differential between the general and 
the mental side, from 420 to £45, so that a 
qualified mental nurse would receive £45 
more than her counterpart in the general 
hospital. The revised salaries, if sanc- 

(continued on page 542) 
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**... yes, puff me all over, Nurse, with that lovely Cow & Gate powder!”’ 
Baby loves the new Cow & Gate Baby Powder in its charming blue and 
white tin with the jolly little ‘Smiler’ picture. And why not—it was 
made specially for him! Soft—silky—deliciously perfumed—it soothes 
and comforts him like nothing else. That’s why he hurries over his 
evening bath, and almost before he’s dry comes the brisk command — 


POWDER PLEASE, NURSE! 


For comfort and contentment 
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(continued from page 540) 


tioned, would be /405 rising to £505 for 
women, and {415 rising to £515 for men; 
there were other and comparative increases 
for ward sisters and the like. 

Captain Duncan (South Angus).—Have 
the increases been accepted by the 
Government ? 

Miss Hornsby-Smith.—No. They are 
before the Whitley Council. These are 
the terms recommended by arbitration. 

It would be quite unrealistic (she con- 
tinued) to suggest that they could manage 
without the nursing assistants for without 
their invaluable help many more beds would 
have to be closed. In future they would 
start at {280 instead of £250, and after two 
years’ satisfactory service would advance 
to £335 and then to the existing maximum 
of £425. That was a step in the right 
direction, but it was still for the Whitley 
Council to announce their decision on the 
award. 

The publicity campaign in Leicester was 
third on the priority list of the difficult 
areas in which they were launching these 
campaigns to increase staff. There were 
36 campaigns proposed, seven of which 
were completed, three were under way, 
seven were starting this month, six later 
in the year, and 13 were being planned. 
They believed that publicity was best done 
round the local hospital because it was from 
that area that staff must obviously be 
enlisted. As far as the general campaign 
was concerned, it had only been running for 
two-and-a-half months, and it was far too 
early to assess what had been achieved, but 
the Minister regarded the campaign as top 
priority,' and no effort would be spared to 
get non-staffed beds opened and afterwards 
to provide the staff for new beds. 

The General Nursing Council had several 
experimental schemes on foot to reduce the 
amount of time necessary for a general 
nurse to do her training for the mental 
nursing side, but it could not be taken in 
three months. It was a big issue and the 
Ministry had already, in agreement with 
the Council, evolved a scheme to reduce it 
from two years to 18 months, and a trained 
general nurse could take the additional 
training in 18 months. There were experi- 
mental schemes under way and they were 
working in the closest co-operation with 
the Council to try to see what means could 
be provided to dovetail the two sections of 
nurse training, and to encourage nurses on 
the general side to take their mental 
nursing training as well. 

The schools were included in the recruit- 
ment campaigns for mental nursing in the 
same way as for the general nursing service, 
and they were taking all steps to see that 
the secondary schools were given an oppor- 
tunity to visit hospitals on open days. 


FOOD POISONING IN 
SCHOOL CANTEENS 


The Ministry of Education recently issued 
a circular (Circular 272— January 15, 1954) 
to local education authorities giving advice 
on steps to be taken to minimize the risk of 
food poisoning in school canteens. School 
canteens, it is pointed out, are no more 
vulnerable than other corporate meal 
services and in view of the large number of 
school meals served there have been 
relatively few outbreaks of food poisoning. 
But there is no cause for complacency, and 
the Minister asked authorities to review 
their arrangements for ensuring hygienic 
treatment of food in schools. Authorities 
were also reminded that the borough or 
district medical officer of health should be 
notified at once should an outbreak of food 
poisoning occur. 


HERE and THERE 


MENTAL NURSING 
RECRUITMENT CAMPAIGN 


A nursing recruitment campaign was held 
in March by the hospital management 
committee of St. Augustine’s Hospital for 
Mental and Nervous Disorders, Chartham, 
near Canterbury. Mrs. B. A. Bennett, O.B.E., 
principal nursing officer, Ministry of Labour 
and National Service, presented hospital 
diplomas and badges to the year’s successful 
students at the hospital, and gave an 
address. Dr. C. E. A. Shepherd then 
introduced the film Out of True; the guests 
were entertained to tea in the hospital. 


OPHTHALMIC NURSING COURSE 


There are a few vacancies for the oph- 
thalmic nursing course (May 30-June 6) 
arranged by the National Council of Nurses 
of Great Britain and Northern Ireland 
with the Moorfields Westminster and 
Central Eye Hospital. Accommodation for 
participants will be at Stuart House, 161, 
Cromwell Road, London, S.W.5. Particulars 
can be obtained from Miss Frances Rowe, 
S.R.N., Executive Secretary, 17, Portland 
Place, London, W.1. Lectures will be held 
at the two main branches of the hospital, 
Moorfields, City Road, E.C.1 and West- 
minster, High Holborn. 


MENTAL DEFICIENCY RESEARCH 


Interesting news of the lines on which 
research developments on mental deficiency 
are proceeding at the Fountain Group of 
Hospitals, under the South West Metro- 
politan Regional Board, appears in the 
Fountain Hospital management committee's 
annual report for 1953. The following is an 
extract: 

‘* Research. Some further progress can 
be reported in this field . . . In general it can 
be said that the brains of all, or almost all, 
patients dying in this hospital group show 
evidence of gross structural abnormalities 
acquired before, during or after birth. In 
other words, the cause of severe mental 


The new ‘ sit-up’ tank respirator, designed at 
Harvard School of Public Health, in the 
United States. It is to be tested for polio- 


myelitis patients. 


Miss A. R. Spall, 
matron, who has 
just retired after 
17 years at Clare 
Hall Hospital, 
South Mimms. At 
a special meeting 
Mr. Maurice 
Hackett, chairman, 
Barnet Group 
Hospital Manage- 
ment Committee, 
presented Miss 
Spall with a 


on behalf of the Com- 
mittee, in token of their great appreciation 
of her service. 


defect is usually a demonstrable anatomica! 
abnormality of the brain. In this group 
of cases psychological factors operate by 
aggravating an existing defect and are not 
in themselves the prime cause of the ab- 
normality. 

In addition to these seriously ‘ brain- 
injured’ children as they are sometimes 
called, there are in the Fountain Hospital a 
smaller group of children of higher grade. 
Some of these prove to be educable. Others 
are emotionally disturbed and the diagnosis 
of mental defect is very much a matter of 
opinion. .. An attempt is also being made to 
assess the claim which is sometimes made 
that more serious forms of defect, for 
example ‘ infantile schizophrenia ’, may be 
functional in nature and not associated with 
gross anatomical changes in the brain. 

Anatomical research is fruitful in that it 
gives a lead for the diagnosis and prevention 
of the different forms of mental defect. A 
guide to specific treatment which seems 
possible in certain cases, is, however, more 
likely to be provided immediately by bio- 
chemical investigations.”’ 


FIFE HEALTH CENTRE 


A new welfare clinic has been opened by 
Fife County Council at Cowdenbeath to 
serve as the nucleus of a health centre at 
which consulting rooms and other facilities 
will be provided. The centre will serve an 
area with a population of 60,000 and is the 
first venture of this type to be sponsored by 
the council. 


NATIONAL COUNCIL OF SOCIAL 
SERVICE 


A comprehensive survey of voluntary 
work of very wide and varied scope is to be 
found in the annual report for 1952-53 of the 
National Council of Social Service. The 
National Council consists of some 174 
representatives of voluntary organizations, 
associations of local authorities and Govern- 
ment departments. Its executive committee 
is representative of all the main groups of 
interests on the Council. Conferences 
provide for close contact between the 
Council and numerous national voluntary 
organizations, and as one example of the 
important results of such contacts, the 
National Council was able to present to the 
Government a summary giving their con- 
sidered view on the Report of the Nathan 
Committee relating to Charitable Trusts—a 
question of vital importance to all voluntary 
organizations. Part of the Council's work 
is to assist overseas visitors who come to its 
headquarters in connection with their 
studies of British social services; there 15 
much interchange with organizations and 
with individuals in other countries. 
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| Royal College of Nursing 


Sister Tutor Section 


METHODS OF EVALUATION OF 
THE STUDENT NURSE’S PROGRESS 


A conference will be held in the Cowdray 
Hall on Saturday, June 12, at 10.15 a.m., 
to discuss Methods of Evaluation of the 
Student Nurse's Progress. Chairman: Miss 
M. E. Gould, principal sister tutor, Night- 
ingale Training School, St. Thomas’ Hos- 


9.45 a.m. istration and coffee. 

10.15 a.m. Theoretical Examinations— 
Purpose and Value. Speakers: Professor 
W. R. Spurrell, M.S., F.R.C.S., Guy’s 
Hospital; Miss M. Hill, principal sister 
tutor, The London Hospital; Miss M. 
Houghton, M.B.E., Education Officer, 
General Nursing Council for England and 


12 noon. Lunch. 

130 p.m. Practical Examinations— 
Purpose and Value. Speakers: Miss R.B.M. 
Darroch, principal sister tutor, Liverpool 
Royal Infirmary; Mrs. B. A. Bennett, 
O.B.E., principal nursing officer, Minis 
of Labour and National Service; Miss M. H. 
Downton, matron, University College Hos- 
pital; Miss M. Houghton. 

3 Tea. 

3.20 p.m. Discussion. 

4.45 p.m. Close of day’s session. 

Conference fee 5s. (tea and coffee in- 
cluded). Apply to Section , 


Ward and Departmental 
Sisters Section 


Ward and ental Sisters Section 
within the Cambridge Branch.—A lecture 
on Hospital Finance will be given by Mr. P. 
Hollings, financial secretary, Addenbrooke’s 
Hospital, at Addenbrooke’s Hospital on 
Wednesday, May 26. All members of the 
College and trained nurses will be welcome. 

Ward and Departmental Sisters Section 
within the Glasgow Branch.—-A meeting 
will Be held in the Western Infirmary, 
Glasgow, on Friday, May 21, at 7.30 p.m. 
Speaker: Miss Yule, Secretary, Ward and 
Departmental Sisters Section. 


Occupational Health Section 


Revised copies of the booklet Nursing 
Service to Industry and Commerce are avail- 
able from the Secretary, Occupational 
Health Section, Royal College of Nursing, 
Henrietta Place, Cavendish Square, London, 
W.1, price 9d. (by post 11}d.). 


Branch Notices 
Oxford Branch.—An open meeting will 


“be held in the Maternity Lecture Theatre, 


Radcliffe Infirmary, Oxford, on Wednesday, 
May 19, at 6.30 p.m. Miss M. F. Carpenter, 
Director in the Education Department, 
Royal College of Nursing, wil) speak on 
Post- Registration Courses held by the College. 
All members of the nursing profession will 
be welcome to attend this meeting. 
Redhill, Reigate and District Branch.—An 
executive meeting will be held at the East 
Surrey Hospital, Redhill, on Tuesday, May 
25,at3 p.m. A general meeting will be held 
at the East Surrey Hospital, Redhill, on 


Sir Austin Hudson, Bt., M.P., will speak 
on Parliamentary Procedure at Queen Mary’s 
Nurses’ Home, 20, Page Street, S.W.1, on 
Tuesday, May 18, at 8 p.m. All members, 


their friends and other interested persons 
are invited. Coffee at 7.45 p.m. 

Stockton-on-Tees Branch.-—-A_ general 
meeting will be held at the Children’s Hos- 
oe Durham Road,.Stockton, on Tuesday, 

ay 18, at 6.45 p.m. A visit to the Farne 
Islands has been arranged for Saturday, 
—— 5. Transport will leave Stockton at 
8 a.m. 

Wigan Branch.--A meeting will be held 
at the Royal Infirmary, Wigan, on Wednes- 
day, May 19, at 7.30 p.m. 


Boots Library Subscriptions 


Members are reminded that subscriptions 
to Boots Booklovers Library will fall due 
on July 1. Applications for renewal forms 
should be made to the General Secretary, 
Royal College of Nursing, enclosing 14d. 
stamp. The attention of readers is called 
to the necessity for the renewal of the sub- 
scription or the return of the last volume 
and membership token to the local branch 
of the library. 


Occupational Health Section 


EAST MIDLANDS AREA MEETING 
AND CONFERENCE 


MOST successful area meeting and con- 

ference was held in Nottingham on May 
1 at Pearson House, Nottingham General 
Hospital. The conference was attended by 
70 occupational health nurses of both sexes, 
many of whom had travelled long distances. 
The area meeting was attended by about 
30 people, including, by invitation, a few 
non-members who have been accepted as 
candidates for the open examination for 
industrial nurses. Miss K. Jones, tutor to 
industrial nursing students at the Royal 
College of Nursing, explained the rules of 
this examination to all from the platform, 
and afterwards was much in demand to 
assist in solving individual problems. 
Mrs. I. G. Doherty gave a short report of 
the work of the Section at Headquarters. 

The conference programme consisted of 
three lectures: Modern Methods of Surgical 
Technique and Sterilization, by Miss M. E. 
Collier, D.N., S.R.N., principal tutor, Not- 
tingham General Hospital; Jndustrial Oph- 
thalmology in a Medical Treatment Room, by 
Dr. R. H. P. Fernandez, M.B., Ch.B., area 
medical officer, National Coal Board; 
Modern Drugs, by Dr. J. R. F. Williams, 
M.R.C.P., Boots Pure Drug Company, 
Research Department. These lectures were 
much appreciated for their practical value 
to the nurse in the field and were lightened 
by occasional touches of humour. (They will 
be published later in the Nursing Times). 

Miss I. H. Charley summed up briefly 
and effectively and then proposed a vote 
of thanks to the speakers and to the chair- 
man. Mrs. E. Parkinson, area representa- 
tive, proposed a vote of thanks to Miss 
Plucknett, matron of the General Hospital, 
to whom this Group is deeply indebted 
for the hospitality received and all the 
facilities afforded by having such an 
excellent background for a conference. 

An invitation was given by Boots Pure 
Drug Company Ltd. to those attending the 
conference to visit the Fine Chemical Works 
at Nottingham on the Friday afternoon. 
Twenty nurses availed themselves of this 
opportunity and saw and heard much of the 
processes involved in the manufacture of 
the sulpha drugs and insulin. This visit 
was much appreciated and ended with 
afternoon tea in the staff canteen. 


Membership forms for the College 
may be obtained from the General 
Secretary, Royal College of Nursing, 
Henrietta Place, Cavendish Square, 
W.1, or local Branch secretaries. 


NURSES APPEAL 
Nation’s Fund for Nurses 


Having now returned from a delightful 
holiday myself my sympathy goes out to 
the many retired nurses who are quite 
able to travel but cannot possibly afford 
to do so. It is often very important indeed 
for them to have a change of surroundings, 
and although it means personal sacrifice 
we earnestly appeal to you to send a dona- 
tion, however small, to this fund. We can, 
in this way, share our pleasures and bring 
some happiness and comfort into their lives. 


Contributions for week ending May 8 


Berkshire Hospital, Reading. Monthly — 
General Hospital, Sunderland. Monthly dona- ap ee 
Mrs. E. Pearce, Southern Rhodesia .. .. 1 1 0 
Miss R. A. Cooper 
From Colchester - 5 
Miss M. Twibell 6 0 
Towards a holiday w 
Total £1613 © 

W. SPICER, 


Open Meeting 


An open meeting on University Degrees 
for Nurses, arranged by the Edinburgh 
Branch of the Society of Registered Male 
Nurses, will be held in the Lecture Room, 
Royal College of Nursing Scottish Board, 
44, Heriot Row, Edinburgh, on Wednesday, 
May 26, at 7.30 p.m. The guest speaker 
will be Miss G. B. Carter, B.Sc., S.R.N., 
S.C.M., Boots Research Fellow in Nursing, 
University of Edinburgh. 

All who are interested in the subject are 
invited to the meeting. 


International Congress on 
Industrial Medicine, Naples 


The following provisional programme has 
been received for the 11th International 
Congress on Industrial Medicine, to be held 
in Naples from September 13-19. 

PAPERS « 

Radioactive Isotopes by Katharine 
Williams, principal medical officer, Atomic 
Energy Institute, Harwell, England, and 
R. M. Taylor, M.D., Director, Medical 
Division, Atomic Energy of Canada Ltd., 
Chalk River, Ontario, Canada. 

Toxicology of Plastic Substances +n relation 
to Industrial Hygiene. 

Physiology of Work—(a) Physiological 
Basis of Work Organization; (b) Occupa- 
tional Energy Requirements. 

Insecticides, their Toxicology and Risks, 
Production and Uses. 

LECTURES 

The Problem of the Benzene Substitution 
Solvents in Industrial Medicine. 

Occupational Risks of Divers. 

SYMPOSIA 

Industrial Medicine with particular Refer- 
ence to the Problem of Apprenticeship. 

Industrial Absenteeism. 

TRAVEL ARRANGEMENTS 
(i) for a party of 10 travelling to Naples on 
Friday, September 10, returning from 
Naples Monday, September 20, the return 
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Secretary, Nurses Appeal Committee, Royal —~ of 
Nursing, Henrietta Place, Cavendish Square, London, W.1. 
t 
May 27, at 8.30 p.m. 
South Western _ Branch.— 


